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Introduction
Introduction to the Portfolio
The portfolio aims to reflect the diversity of areas studied, presentation of client issues 
and therapeutic approaches undertaken during the doctoral training. The work is 
presented chronologically and the year of training in which the work was completed is 
stated, thus to enable the reader to both chart and appreciate my professional 
development.
This portfolio contains a section for each of the main components of the three year 
clinical psychology doctoral course. The first is the academic section containing a 
summary of the section and the selected five essays. The clinical section then follows 
including a brief summary of the clinical experience for the six placements, a copy of 
the contract for each placement and a summary of the five selected case reports.
Lastly, the research section includes a literature review completed in year l(up to 5000 
words), a small scale piece of research that also fulfils the requirement for research 
carried out on placement in year 2 (up to 8000 words) and a large scale research 
project completed in year 3 (up to 17,000). A separate confidential clinical volume has 
been submitted containing the five case reports in full and all placement documentation 
including clinical activity log books and evaluation forms.
1
Academic
Section
Summary
Summary of the Academic Section
This section consists of the five selected essays completed throughout training, 
including two from the first year and three from the second year. These have been 
chosen to present a diversity of discussions regarding psychological theory and 
practise. It is hoped that they reflect a range of issues from understanding details of 
symptomatology and classification, to the implementation of therapies for specific 
populations, and to larger questions such as the role of psychology in evaluating the 
concept of quality of life.
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Adult mental health (AMH) essay. Year 1 : Critically evaluate two
theories of depression
Introduction
Depression remains somewhat ill defined and not fully understood, creating high 
emotional and economic costs (Abramson, Alloy and Metalsky, 1988). Greater 
understanding is sought by contrasting theoretical approaches such as psychology’s 
cognitive theory and psychopharmacology’s serotonin hypothesis, whose therapeutic 
approaches have received increased interest from the general public, health care 
professionals and researchers (Medawar, 1991 ; Williams, 1992 ; Clare, 1994 ;
Bennett, 1995 ; Hawton, Salkovskis, Kirk and Clark, 1995). The cognitive perspective 
suggests that experience leads people to make assumptions (schemata) about 
themselves and the environment, which are then used to organise perception, govern 
and evaluate behaviour (Beck, 1967 ; Seligman, 1981). Dysfunctional assumptions are 
believed to play a fundamental role in the aetiology, course and treatment of depression 
(Ellis, 1973 ; Beck, 1967, 76 ; Seligman, 1975 ; Meichenbaum, 1977). In contrast is 
the serotonin theory that this neurotransmitter performs an essential role in regulating 
our mood and effecting our behaviour (Depue and lacona, 1989 ; Feighner and Boyer,
1991). Irregular levels of serotonin sets into motion a series of molecular changes in 
the brain which correlates with the experience of depression (Asberg, Bertilsson and 
Martensson, 1984 ; van Praag, 1986). Cognitive theory suggests a degree of 
responsibility and control in the experience of depression which, in contrast, is denied 
the individual by the serotonin theory which instead possibly encourages dependence 
on medications (Barondes, 1994 ; Priest, 1995). These theories of depression then do 
not just include knowledge, but also powerful attitudes, values and beliefs (Stainton- 
Rogers, 1991), hence their examination in this essay.
Each theory is examined in this essay regarding its’ explanation of depression, which is 
further explored in treatment implications and findings in research. It is concluded that 
the heterogeneity among depressive disorders is important in understanding necessary, 
sufficient and contributory causes. Cognitive and serotonergic theories remain 
important sufficient causes and effective as treating symptoms of depression. Theory,
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treatment and research should then reflect this diversity, as generalisations of 
depression make for empty findings and ignorance of the varsity in subgroups of the 
depressive experience (Segal, Shaw and Vella, 1989).
The Cognitive Theory of Depression
The diathesis-stress theories of learned helplessness (hopelessness) (Seligman, 1975, 
1981 ; Abramson, Seligman and Teasdale, 1978) and dysfunctional attitudes (Beck 
1967, 1976) have dominated the cognitive theory of depression. Seligman’s work 
perceives there to be a maladaptive attributional style of depressed individuals which 
enables negative life events to be attributed to internal, stable and global causes, with 
increased motivational and cognitive deficits experienced if there is increased 
uncertainty related to the stress, resulting in hopelessness. Beck’s’ cognitive theory is 
less explicit (Weiner, 1986) but has a similar sequential causal pathway. It suggests 
that negative life events are interpreted by negative self-schema (unrealistic, extreme or 
illogical) resulting in negative cognitive distortions about the self as worthless, the 
world as meaningless and the future as hopeless. Each cognitive theoretical chain of 
events is seen to result in some form of depressive symptomatology (Beck, 1967, 1976 
; B eck, Rush, Shaw and Emery, 1979 ; Seligman, 1975, 1981) .
The extent to which such attributions or negative thoughts precede rather than 
accompany a depressed episode is far from clear (Silverman, Silverman and Eardley, 
1984 ; Hargreaves, 1985 ; Reda, Carpiniello, Secchiardi and Bianco, 1985 ; Parry and 
Brewin, 1988 ; Hunsley, 1989 ; Atkinson, Atkinson, Smith and Bern, 1990).
Cognitive theories assure that individuals who become depressed possess a stable, trait­
like depressive cognitive style that predisposes them to periods of depression (Peterson 
and Seligman, 1984). However many studies of depressed hospitalised patients find 
that this disposition although accompanying the episode, is not apparent after the 
episode (Hamilton and Abramson, 1983 ; Fennell and Campbell, 1984). Also depressed 
individuals may not distort reality, although pessimistic and negative they may not be 
irrational or untrue (Nelson and Craighead, 1977 ; Alloy and Abramson, 1979 ; 1982 ; 
Gotlib, 1981). The way an individual interprets bad events may be less important for 
the development of depression than the belief that one has control over one's life
5
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(Abramson, Metalsky and Alloy, 1989). Lack of diagnostic clarity may also account 
for some criticism of cognitive theory (Metalsky, Abramson, Seligman, Semmel and 
Peterson, 1982 ; Raps, Peterson, Reinhard and Seligman, 1982), or that individuals 
may become depressed by alternative routes. Indeed diathesis-stress models claim only 
that its premises are sufficient, but not necessary for depression to occur (Craighead, 
1980 ; Goodwin and Williams, 1982 ; Abramson et al 1988).
The evaluation of cognitive theories of depression can also be observed in its clinical 
effectiveness and availability to researchers. The efficacy of cognitive therapy for some 
forms of depression has demonstrated the clinical implications of cognitive theories 
(Shaw, 1977 ; Beck et al, 1979 ; Blackburn, Bishops, Glen, Whalley and Christie, 1981 
; Kovacs, Rush, Beck and Hollon, 1981). Explaining to the client that to distort 
information in line with pre-existing conceptual frameworks is not in itself abnormal 
(Nisbett and Ross, 1980 ; Hollon and Kriss, 1984) improves mood and facilitates 
improved problem-solving (Blackburn and Bonham, 1980 ; Bums, 1980 ; Davies, 1982 
; Fennell and Teasdale, 1984)1. Although cognitive therapy does not reduce 
depressive symptoms any better than antidepressants in an acute period (Williams,
1992), it may significantly effect recovery rate from a depressive period (Lewinsohn, 
Steinmetz, Larson and Franklin, 1981) and reduce relapse rates (Evans, Hollon, 
DeRubeis, Piasecki et al, 1985 ; Rush, Weissenburger and Eaves, 1986 ; Simmons, 
Murphy, Levine and Wetzel, 1986) indicating it can change patterns of association in 
mood and cognition. An almost unanswerable debate of the effectiveness of cognitive 
therapy is the issue of the status of ‘private events’ and their explanatory power for the 
individual (Williams, 1992)2. This remains a philosophico-theoretical issues of debate 
which needs to be considered in the application and evaluation of theory. The 
sequential chain of events specified in diathesis-stress theories enables clinical 
intervention at each link of the process in depression, but also indicates useful places 
for the development of theory (Alloy, Clements and Kolden, 1985). Researchers are 
attracted to cognitive theory due to its powerful etiological and therapeutic predictions 
that are empirically testable (Williams, Watts, Macleod and Mathews, 1988). A number 
of questionnaires, diaries and assessment measures have been successfully developed in 
development of the cognitive theory of depression (Kendall and Korgeski, 1979 ;
Rehm, 1981 ; Hamilton and Shapiro, 1990). Cognitive theories have closely paralleled
6
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research in experimental psychology, thus establishing important links for the 
development of theory (Alloy and Tabachnik, 1984 ; Greenberg and Alloy, 1987 ;
Alloy, 1988 ; Williams et al, 1988).
Rather than be a necessary cause of depression cognitive theories may offer important 
symptom identification, variable to each individual and important for effective 
treatment (Segal, Shaw and Vella, 1989 ; Robins, 1991 ; Williams, 1992). Cognitions 
may then have some temporal priority in the development of depression and can act to 
trigger, enhance and maintain other symptoms (Lewinsohn, Steinmetz, Larson and 
Franklin, 1981 ; Brewin, 1985 ; Dent and Teasdale, 1988).
The Serotonergic Hypothesis of Depression
Serotonin transmits nerve impulses from one neurone to another via specific 
transporters in the localised areas of the brain that regulate emotional behaviour (limbic 
system and hypothalamus) (McNeal and Cimbolic, 1986 ; Murphy, Mueller, Auakh, 
Bagdy and Garrick, 1989). Multiple serotonin receptors subserving varied and specific 
functions at pre- and post-synaptic sites (Kosofsky and Molliver, 1987 ; Bradley, 1989) 
helps explain how a transmitter system derived from discrete groups of nerve cells in 
the mid-brain supplies wide areas of the forebrain and is involved in the control of 
depressive symptomatology such as mood, motor function and cognition (Fone, 
Johnson and Bennett, 1991). By increasing the synaptic concentration of serotonin, 
there is decreased neuronal firing and terminal release which by approximately four 
weeks relieves depressive symptomatology (Stark and Hardison, 1985 ; Rickels and 
Schweizer, 1990 ; Fabre, Scharf and Itil, 1991 ; Feighner and Boyer, 1991) and 
appears to have some effect on other psychological disorders. These include anxiety 
states (Liebowitz, Hollander, Schneier, Campeas et al 1989), eating disorders (Bennett, 
1995) and obsessive-compulsive disorders (Rapoport, 1989) which although diagnosed 
and treated separately to depression can be seen as precursors, alternative 
manifestations or co-morbid with depression (Barondes, 1994 ; Lader, 1995).
The extent to which such neurochemical changes precedes rather than accompany a 
depressed episode is unclear, as these findings are not based on deep mechanistic 
understanding of the brain or how its functioning relates to depression (Barondes,
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1993), but instead are based on chance discoveries of fragments of information (Telcott 
and Julius, 1993)3. However it is difficult to explain simple over / underactivity of only 
one neurotransmitter system for so many diverse symptoms in the experience of 
depression, particularly as the serotonin system is anatomically and functionally linked 
to other systems including dopaminergic and noradrenergic functioning (Sulser, 1987 ; 
Bijak and Smialowski, 1988 ; Potter, Rudorfer and Lesieur, 1988/. There is no doubt 
that depressive disorders involve chemical changes in the system, but the question is 
whether the physiological changes are the necessary cause, sufficient cause or result of 
the psychological changes (Post, Kotin, Goodwin and Gordon, 1973 ; Bennett, 1995). 
The evaluation of psychopharmacological theories of depression can be observed in its 
clinical efficacy and ability to be researched. The efficacy of SSRI compounds to treat 
depression has demonstrated the broad clinical implications of this theory (Kramer,
1993 ; Fabre et al, 1991 ; Barondes, 1994 ; Bennett, 1995). A low rate of side effects 
(Merlens and Pintens, 1988 ; Teicher, Glod and Cole, 1990) and subtle complimentary 
differences of these compounds are significant to their widespread popularity (Stark 
and Hardison, 1985 ; Lader, 1995/. However we do not know the long term effects 
of S SRI’s, drug-drug interactions or if the individual has to remain on the drug forever 
(Feighner and Boyer, 1991), and pharmaceutical companies are often reluctant to test 
secondary applications (Azmitia and Gannon, 1986 ; Heuring, Schlegel and Peroutka, 
1986). Clinical problems with SSRIs' are that they undermine depressed patients 
capacity to recover on their own, with any improvement attributed to medications and 
not their own resources, thus potentially reinforcing the patient belief that they are 
hopeless and inhibiting to attempts to cope (Wardlaw and Jackson, 1995/. Doctors 
cannot test serotonin levels or poke around in the brains of clients for evidence of 
malfunction before administering a chemical kick-start, therefore it is impossible to 
know whom, how and when to give treatment (Bennett, 1995 ; Priest, 1995).
Much experimental research has explored serotonin functioning and noted correlation 
in levels with depressive symptoms from a daily to a seasonal basis (Egrise, Rubinstein 
and Schoutens, 1986 ; Brewerton, 1989 ; Malmgren, Aberg-Wistedt and Martensson, 
1989 ; Szadoczky, Falus and Arato, 1989/. Abnormalities in systems related to 
serotonin functioning such as high five-hydroxyindolecetic acid (Asberg, Bertilsson and 
Martensson, 1984 ; van Praag, 1986), reduction in platelet functioning (Coppen and
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Doogan, 1988 ; Langer and Galzin, 1988 ; Slotkin, Whitmore and Barnes, 1989) and 
blunted prolactin response (Soinen, MacDonald and Rekonen, 1981 ; Heninger, 
Charner and Sternberg, 1984) are apparent in depression and normalise with 
antidepressant treatment (Traskman-Bendz, Asberg and Bertilsson, 1984 ; Gjerris et al 
1987 ; Quintana 1989 ; Shapira et al 1989 ; Szadoczky et al 1989)8. Many studies have 
not found alterations in cerebrospinal fluid measures of serotonin or in platelet 
serotonin binding sites in depression (Cheetham et al 1988 ; Dhaenen et al 1988 ; 
Lykouras et al 1988), thus validity of some research needs to be clarified (Gjerris, 
Werdelin and Gjerris, 1987 ; Gjerris, 1988).
It is almost contradictory to argue that a serotonergic hypothesis of depression is 
incomplete and then state that drugs which inhibit serotonin re-uptake are very 
important antidepressants. However the importance of this psychopharmacological 
approach here is in clinical rather than biochemical or theoretical properties (Feighner 
and Boyer, 1991).
Conclusion
The aetiology of depression remains largely misunderstood due partly to overtly broad 
classification systems which obscure important differences in the efficacy of specific 
theories and forms of treatment (Segal et al, 1989). Cognitive theories of depression 
are valid, effective in practise and fruitful in research (Williams, 1992). The bulk of 
concerns against cognitive theories has more to do with the adequacy of test design, 
representativeness of samples and execution of therapy as a standard reference (Hollon, 
Shelton and Loosen, 1991). Greater investigations of subtypes of depression may help 
understanding of the causal mechanisms responsible for success of therapy, 
invulnerability factors for depression and help understand pervasive optimistic biases in 
normal cognition (Greenwald, 1980 ; Martin, Abramson and Alloy, 1984). Explaining 
the aetiology and chain of events in depression is the most challenging current problem 
also for psychopharmacology (Barondes, 1994 ; Lader, 1995 ; Priest, 1995). It is 
wrong to conclude that a simple serotonergic model of over or under activity is 
sufficient (Feigher and Boyer, 1991), but despite uncertainties about the precise role of 
serotonin in depression it is clear SSRI’s represent an important new class of
9
AMH Essay
compounds (Feighner and Boyer, 1991). Psychology and psychopharmacology are not 
necessarily wrong to treat the clinical features, but perhaps should not be expected to 
treat the presumed causation of depression. Cognitive and serotonergic theories 
present valid theoretical approaches to the understanding of depression, but so far are 
restricted to sufficient causes of this prevalent disorder.
Appendix
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1. This is important to formation of an equal and collaborative relationship between 
therapist and patient, which promotes feelings of empowerment for the depressed 
individual (Fennell and Teasdale ,1984).
2. The personological account may be lost which would deny significance of 
consciousness or intentionality thus potentially effecting compliance or the effect of 
therapy (Gilbert, 1984).
3. The development of prozac depended on the accidental discovery of imipramine, the 
initial isolation of serotonin from blood serum, the finding that imipramine blocks 
serotonins’ reuptake and a trial and error search for SSRIs’. Therefore such bits of 
knowledge could not have predicted the value of this drug to treat depression and 
indicates what an early stage of development this science is at. (Barondes, 1994).
4. Treatment with SSRI’s decreases the level of five-hydroxyindoleacetic acid (5- 
HIAA) in cerebrospinal fluid, but may also decrease levels of 4-hydroxy-3- 
methoxyphenylglycol which is a primary metabolite of noradrenaline and increase levels 
of homovanillic acid, a primary metabolite of dopamine (Potter, Rudorfer and Lesieur,
1988).
There are many conditions in which serotonin-related abnormalities have been reported 
such as obsessive-compulsive disorder (Hollander, Decaria and Schneier, 1989), panic 
disorder (Targum and Marshall, 1989), eating disorders (Jimerson, Lesem and Kaye,
1989), alcoholism (Borg, Kuande and Liljeberg, 1985), premenstrual syndrome 
(Poeldinger, 1984), schizophrenia (Le-Quan-Bul, Plaisant and Leboyer, 1984) and 
dementing disorders (Mayeux, Stern and Sayo, 1988).
5. There are recognised side effects particularly with the most widely used SSRI, 
Prozac which include insomnia, gastrointestinal disturbance and anxiety (Oswald and 
Adam, 1986 ; Merlens and Pintens, 1988 ; Shaw and Crimmins, 1989 ; Montgomery,
1989) and indications of increased violence and suicide (Teicher, Glod and Cloe,
1990). Tricyclic drugs are toxic in overdose, act as a sedative, more difficult to 
prescribe and have such disagreeable side-effects that many clients do not get up to the 
full therapeutic dose thus continuing with a chronic depression (Bennett, 1995).
6. Low self-worth is a very common factor with people taking pills (Priest, 1995) 
hence SSRIs' popularity including ten million individual prescriptions by 1994 
(Barondes, 1994). However the tendency to deal with the cause and not the effect is
11
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significant in the tentative cultural difference of the British public in relation to North 
Americans (Bennett, 1995).
7. Measures of serotonin functioning have been shown to vary throughout the day and 
with seasons which prove significant to seasonal changes in major depressive and 
seasonal affective disorders (Malmgram, Aberg-Wistedt and Martensson, 1989 ; 
Szadoczky, Falus and Arato, 1989).
8. Five-hydroxyindoleacetic acid is the product of metabolized serotonin. Platelets are 
considered to be important in neuronal serotonin uptake and receptor activity. The 
prolactin response to serotonergic agonists (tryptophan and fenfluramine) is also 
blunted in depression and normalises with antidepressant treatment.
12
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Mental Health Rehabilitation (MHR) essay. Year 1 : What place 
do psychologically based therapies have in the treatment and 
management of psychotic symptoms ?
Introduction
Psychotic symptoms indicate some gross disorder of perception or thought, and are 
very costly in terms of personal potential (Johnstone, Owens, Frith and Leavy, 1991), 
family burden (Barrowclough and Tarder, 1994) and service use (Ourson, Patel, Liddle 
and Barnes, 1988)1. Delusions, hallucinations and thought disorder are complex 
categories rather than crude organic diseases, therefore to study, treat and manage 
them scientifically causes dangerous problems of reliability (Crow, 1987). In the 
absence of any specifiable physical causes it is legitimate to question whether the 
medical model is an appropriate one to apply to psychosis. However psychologists 
solutions have been resisted by psychiatry which, it can be argued, has a professional 
interest in retaining classificatory concepts (Bentail, Jackson and Pilgrim, 1988). 
Considering such a dilemma, it is possible to present a quote utilized by Bentall,
(1990),
"If in life we are surrounded by death, so too in the health o f our intellect we are
surrounded by madness".
L.Wittgenstein (1944) Notebook on Culture and Value.
However psychological therapies are becoming increasingly effective in the 
management of psychosis and there is a shift to recognizing the "individual in context". 
Such management changes signify a paradigm shift from classification programmes to a 
multidisciplinary care approach (Kuhn, 1962). A shift in terminology from 'disease to 
illness' could at least allow an open mind about the nature of the psychosis.
Psychology encourages taking symptoms at face value as they are nothing more than 
classes of behaviour resulting from the interaction between cognitive processes and the 
environment (Bentall, 1990)2. Psychosis can then be perceived as a psychological 
disturbance of function arising out of an interaction between a disposition to react to 
events in a particular way, and the impact of those events on a vulnerable individual.
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It is argued in this essay that alternative perceptions of psychotic symptoms are needed 
to better capture the shifting and flexible effect on clients. This is not just theoretically 
interesting but of practical importance in the treatment of psychosis. Through out this 
essay the dialectical relationship between the concept of psychosis and its treatment / 
management is noted. Psychology is a powerful engine in reconceptualizing this 
category of mental illness in academia, mental health practice and social discourse.
This essay presents what and how psychologically based therapies work, followed by 
what place they hold in the care of the individual experiencing psychotic symptoms. 
Establishing a more valid social identity of individuals with mental health issues in 
society means trading-off other identities drawn from other social worlds for 
individuals concerned, communities and mental health professionals. Psychology 
forges the way forward from totalizing identities and theories regarding mental health 
(Haraway, 1990). It is only by the combination of sound research and critical enquiry 
that progress can be achieved in the treatment and management of, what we know as, 
psychotic symptoms (Bentall, 1990).
Treatment Contributions
We do not understand fully the relationship between brain affliction and psychosis. To 
reject many psychogenetic studies is to make the absurd assumption that the nervous 
system constitutes the only system in the body immune to genetic influences (Claridge 
and Hewitt, 1987)3. However, deficits such as neurotransmitter dysregulation explain 
organic brain syndromes not psychosis per se. Therefore there are no firm or viable 
data to understand the main biological defect(s) in any major psychopathological state 
(Katz and Maas, 1994). It is uncontroversial that many people reporting psychotic 
symptoms are ill (in the sense of suffering a profound loss of well being). To regard 
them as such pays due regard to their need for care and treatment, sometimes by 
pharmacological means (Claridge, 1985). Psychiatric patients are however unique as 
medical categories as they are rarely 'pure' and never 'ideal' (David, 1993). Therefore it 
is argued that psychology offers a unique contribution of its own and a 
multidisciplinary approach to working with occurrence of psychotic symptoms.
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Psychological contributions uniquely permit the existence of more than one approach 
to treatment such as defect, motivational and vulnerability-stress models, valuing a 
complementary, not mutually exclusive, interventions. Defect models include 
cognitive, behavioural and construct approaches, which perceive there to be cognitive- 
attentional abnormalities underlying psychotic symptoms (Fowler, 1992 ; Kingdon and 
Turkington, 1991)4. These models work on the focusing, reduction and distraction 
psychotic symptoms (Slade, 1988 : Bentall et al, 1991 ; Garety, Hemsley and Wessley, 
1991 ; Bannister, 1965)5 with results showing decreased distress, preoccupation and 
action (Curson, Barnes, Bamber, Platt et al, 1985). Defect models help the individual 
focus on their behavioural problems creating empowerment, but this view is primarily 
centered on the individual and specific observed problem behaviour, rather than a 
deficit (Kazdin, 1973). However the approach is also incomplete as it does not note 
consciousness and intentionality (Laing, 1965). In principle defect models are post 
hoc, lack predictive power and deny existence of non-specific indices of change, 
therefore presenting as superficial, temporary and causing symptom substitution 
(Malcolm, 1964 ; Williams, 1992 ; Garety, 1992).
In contrast motivational models attend to underlying deficits in the psychotic client 
perceiving delusions as fulfilling functions in the emotional life of the sufferer (include 
attributional, learning theory, psychodynamic and existential theories). This is an 
internalistic approach aiming to justify what they are or are not doing, rather than 
discover a fuller explanation that more adequately addresses the observed phenomena 
(Engel, 1990). Delusions are seen as protecting the vulnerable individuals (fulfilling a 
function via a direct gain or compensation ) from aversive emotional states such as 
guilt, self-blame, anger, anxiety and low self-esteem (Neale, 1988 ; Roberts, 1991)6. 
The important contributions from motivational to the clinical realm have been noted 
(Kohut and Wolpe 1978 ; Sullivan 1956 ; Aronson 1989) and include : style of 
approach conducive to working with paranoid patients (supportive, non- 
confrontational yet interpretative) ; attention to narcissistic developmental line ; 
interpersonal self-object relationships ; intrapsychic conflicts / deficits, empathie 
immersion in the patients world. It is in this vein that existential phenomenology’s 
concern with ontology also challenges the western tendency to treat people as objects 
to be manipulated and quantified. Emphasis is given then to attempt to understand and
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characterise the psychotic individuals experience of the world, self and being in the 
world (Laing, 1971 ; David, 1990)7. Contributions then help enrich and supplement the 
traditional approaches rather than attempt to provide an alternative causal model. 
Criticism is that these models are unscientific speculation with undue significance given 
to intrapsychic and childhood factors, resulting in post hoc and non-predictive 
explanations (Chapman and Chapman, 1973). It is also argued that they neglect 
contemporary socio-cultural variables such as choice, responsibility or effects of 
contemporary life (Shean, 1987). Personality assessment may reveal more about the 
researchers beliefs than about the data and are non-predictive explanations (Cook,
1991). Motivational models are methodologically not scientific in the conventional 
sense, but neither is the concept of psychosis.
Defect and motivational models overlap as a need for a delusion to fulfil a function may 
well originate in the existence of an underlying deficit (Maher, 1974). Delusions may 
then represent an individuals explanation for abnormal / unusual personal experience 
which may be influenced by an underlying cognitive defect. The vulnerability-stress 
model integrates aspects of attributional style of sufferers, significance of cognitive 
deficits, neurobiological approaches, and psychodynamic role of defence mechanisms 
(Liberman, DeRisi and Mueser, 1989 ; Zubin, 1987 ; Stone, 1983). Neurobiological 
research contributes that deficits may cause specific defects and / or generalised 
deficits, therefore creating an overall sense of hypersensitivity to experience or 
irritability (mental "allergy" to frustration). This then presents as a greater challenge to 
mothering specifically and parenting in general, made more complex if one / both 
parents suffer from the same hereditary disorder (Grotstein, 1990). Personality 
psychology and psychopathology support this model with the goal of understanding 
constraints that set boundaries to possible contributions of one to the other. This is 
increased by the significant impact of neuropsychology and cognitive psychology to 
identify a pre-morbid personality (Maher and Maher, 1994)8. Psychology then 
contributes a complex approach that in its very nature gives clarity to the treatment of 
psychotic symptoms.
Future contribution from psychology advise the study of symptoms not syndromes, or 
grouping behaviour according to functional purposes (Boyle 1990). Biological 
research has the dangerous assumption that only biological variables are effective, thus
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denying the importance of people, everyday problems or social role (Slade, 1988)9.
Over reliance on diagnosis and use of global measures of disorders (i.e. severity and 
improvement) tends to obscure actions of drugs and can mislead basic investigations in 
their research on mechanisms (Katz and Maas, 1994). However psychiatry continues 
to rationalise the world through the cognitive schema developed by their own 
particular scientific paradigm.
It is argued that the psychological assessment of psychosis should take psychosocial, 
cognitive, cognitive-behavioural and psychodynamic factors into account and that 
approaches to therapy should allow for the potential contributions of all avenues of 
understanding. Particular theories might contribute to formulation of a clients 
delusional problems but not be appropriate to guide intervention (Birchwood and 
Tarder, 1994)10. This model is an exciting development for clinical psychology as a 
multi-faceted model of psychotic episodes allows identification and modification of 
detrimental environments, so treatment and management is seen as one (Bentall, 1990). 
However there needs to be a cultural shift in health care ethos to make psychological 
therapies effective. The emphasis needs to be an approach of'care' rather than 
'treatment'.
Management Contributions
Psychotic symptoms leave the mentally disordered individual as impoverished, leading 
a marginalized existence and in need of help beyond treatment. Individuals with 
reduced mental health experience poor economic and social existence’s with reduced 
lifestyles that may cause excessive strain on their familial support (Tarrier, 1990). 
Psychology has encouraged more care of the patient to be in the community, than in 
inpatient units, as this increases social networks and opportunity for autonomy 
(Anderson, Dayson, Wills, Gooch et al, 1993). There is also overwhelming evidence 
that it is possible to decrease relapse rates via family intervention. This is particularly 
significant because of the revealing failure of individual psychotherapy to have any 
effect with psychotic patients (Klerman, 1984). It is also possible via community care 
to decrease the emotional effect of diagnosis and treatment in inpatient units which can 
lead to the individual feeling as if they are 'losing their mind' (Harrow and Quinlan,
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1985 ; Shean, 1987). This broadens the context in which we consider and attempt to 
understand psychosis, which has formally been seen as a deviation from culturally 
accepted values and standards (Boyle, 1990)"
Recovery is not a smooth, linear progression as the individual passes through 
qualitatively different phases when psychological, psychosocial and illness processes 
interact. Inpatient group therapy show individuals experiencing psychosis need social 
contexts that help in a fundamental way to contain and organise their inchoate, 
confusing experiences. Group work proves that more complex theoretical frameworks 
are needed that include not only the notion of psychological deficits. Group work can 
be attentive to : defensive needs ; object-relational aims of the individual ; cultural and 
content aspects for individuals with psychosis (Greene and Cole, 1991). Psychological 
interventions have two themes : acceptance and mastery of illness ; provision of milieu 
with optimal stimulation and minimal stressful interactions. Early interventions for 
patients prone to psychosis combines medical and psychosocial measures. These are 
targeted at the young and vulnerable aiming to prevent or limit social, psychological 
and mental deterioration (Birchwood and Macmillan, 1993). A collaborative ethos is 
encouraged with families and the client in the management of their symptoms thus 
providing valuable monitoring and increasing a feeling of'control' of the progression of 
the illness (Smith and Birchwood, 1990). Recovery can be increased by : reduction in 
stressful interactions ; provision of purposeful activity with reciprocal relationships. 
Recovery can be even more increased if the individual can be aware of their active role 
in coping with the illness (McGorry, 1992). The iatrogenic effects of family pathology 
models have been well documented (Terkelson, 1983 ; Lefley, 1989). There has been 
an important shift of the effect of the domestic environment in the course, rather than 
the aetiology, of the illness. Families receiving intervention have shown a decrease in 
relatives subjective burden, social and clinical morbidity, with increases in family 
coping behaviour (Falloon and Pederson, 1985). Interventions with families using 
Expressed Emotion (EE) therapy has proven this to be a robust predictor of 
schizophrenic relapse (Tarrier and Birchwood, 1994). The psychological approach of 
evaluating care carefully showed that this approach missed the needs of families who 
have a low EE but high 'needs', and therefore led to another assessment measure of 
'Burden / Needs Perspective' (i.e. understanding schizophrenia, subjective / objective
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burden and perceived coping difficulty). Psychology acknowledges that multiple 
measures of treatment efficacy and focusing on relapse prevention may obscure needs 
of individual families (Smith and Birchwood, 1990).
There are two significant areas of difficulty with the proposals of management for 
psychosis. Firstly there are issues with the client group themselves, who with the 
nature and severity of the illness, can find the intervention slow, frustrating and 
difficult. Community care and the normalisation ethos that frequently accompanies it, 
places expectations on the individual to achieve socially valued goals such as marriage 
and work (Jeffries, Plummer, Seeman and Thornton, 1990). The risk of depression and 
suicide is then a serious one to be aware of. Cognitive factors at play in the 
phrenomenology of depression in psychosis include themes of powerlessness and sets 
of negative self-evaluation (Delisi, 1990 ; Birchwood and Macmillan, 1993). The 
intensity of the attention is often unusual after many years of reduced interest of mental 
health professionals (Tarrier 1990). The high EE families can be contagious in times 
of crisis. This emphasizes a need for education on techniques and models of behaviour 
appropriate as coping strategies, and knowledge of how to use the services available 
when needed. It can be difficult to engage families where there are long term problems 
because of previous little support and experience of being alienated from the service 
(Barrowclough and Tarrier, 1994). Poor compliers appear as a non-homogenous 
group in various studies perhaps due to different perceptions or definitions of the 
clients needs and how they may best be met, but these patients in follow up appear to 
have a poor prognosis (Smith and Birchwood, 1990). Services should be accessible to 
all clients and these subjects should be studied in their own right and service 
appropriately provided. Therefore commitment to work with these families over an 
extended period of time is important if any beneficial effect is to be shown12. 
Collaboration of relatives, patients and practitioners is then required to extend 
optimism of research findings into clinical practise.
The second difficulty is with organisations of health care as there is crossing of 
traditional boundaries creating potential conflicts (Berkowitz and Leff, 1984 ; Ehlert, 
1987). Medical, nursing and mental health staff trained in psychiatric hospitals can be 
seen to view clients prone to psychosis erroneously as chronic and deteriorating 
(Andrews and Teeson, 1994). The crude professional assertion of psychiatry that
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"insanity is purely a disease of the brain" has historically assured the viability of this 
approach to psychosis. The power of psychiatrists to assert the legitimacy of such 
concepts is at the center of the paradoxical survival of concepts such as schizophrenia. 
The general public accepts current psychiatric practise, albeit its illogical position, for 
various reasons : transference reactions to medical authority (Ingleby, 1983) ; 
socialisation into accepting medical experts (Rogers, 1988) ; need for agents of social 
control (Coulter, 1973) ; lay people badly informed. However diagnostic and 
classificatory systems in psychiatry cause much concern as the individual is pushed 
further into the 'stranger' role (Foucault, 1965)13. This has created chronic concepts, 
treatment and management effects of the individual who becomes invalidated because 
of a lack or loss of reason, and civil rights normally taken for granted are retained 
precariously or irredeemably lost. Morally and ethically, the theoretical approach to 
psychotic symptoms must be to care, not just treat.
Conclusion
Diagnosis is supposed to have prognostic and therapeutic implications and explain 
aetiology. However psychosis continues to have great variability in outcome. The 
biological perspective does not note people, everyday problems or social roles. In 
high-risk research many heavily genetically vulnerable children do not proceed to 
psychotic breakdown in later life, but may achieve adequate or even superior adult 
adjustment (Bleuler, 1984 ; Anthony and Cohler, 1987). Therefore genetic 
vulnerability, life experience and immediate social influence interact. The challenge for 
clinical psychology and other helping professions is to find ways of adopting and 
implementing a vulnerability-stress model within the context of community care 
services. Closure of large hospitals does not lead to an increase in vagrancy, crime and 
mortality for the mentally ill (Dayson, 1993). Studies show that those suffering from 
mental illness can be served better via home based not hospital care (Muijen, Marks 
and Connolly, 1992), but still more money is spent on inpatient care than the 
community where most mental disorders are actually managed (Hoult, 1986). This 
requires a management commitment to training and practise of a new approach. It is 
important that dissemination of techniques and training has continuity and progressive
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clinical supervision. Training should not be a time limited didactic / workshop as this 
will lead to the abandonment of a valuable approach. Therefore it is argued that a 
culture-orientated and problem-orientated management service is required involving 
psychosocial management (Brooker, Tarrier, Barrowclough, Butterworth and 
Goldberg, 1992).
Psychological contributions then have political implications as they aim to increase the 
education of mental disorders, increase material conditions of the mentally disordered, 
increase the availability of employment and democratise the mental health service 
(Barham and Hayward, 1990). It is important to identify the historical source of 
mental health concepts, treatment and management (Slade, 1988). Powerful social and 
intellectual habits have permitted the defective concept of psychosis to flourish, and 
decreased attempts to prove otherwise (Grob, 1985 ; Wing, 1988 ; Boyle, 1990). The 
only barrier to explore meaning is our own failure to exploit the progress made in other 
fields and a curious aversion to theory (David, 1993). We may do well in mental health 
care to apply the quotation regarding psychotic positive symptoms, to the actual 
concept of treatment we provide,
"Is there any knowledge in the world which is so certain that no reasonable man could
doubt it ?” Bertrand Russell (1912)
The history of science is littered with the continued use of invalid concepts, indicating 
that the wrong questions are being asked (Powers, 1982). The question should not be 
which factors are important in the care of individuals experiencing psychotic 
symptoms, but how these factors relate to each other and are significant for the 
individual concerned.
Appendix
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1. Johnstone et al, (1991)-Psychosis cost to the individual in terms of anxiety, 
depression and suicide.
2. The first level of explanation of a symptom should make reference to the cognitive 
organisation of the patient and to environmental events that tend to make the symptom 
worse or better. The second level notes the abnormalities of cognitive organisation of 
the patient (final common pathways of symptoms) which may be a consequence of a 
wide range of biological (genetic, biochemical and neurological) and historical 
(environmental) factors. The second level comes later because biochemical 
abnormalities alone cannot explain mental disorder unless it can also be shown how 
they affect cognitive organisation.
3. There are many nervous 'properties which themselves relate to temperamental or 
personality variations, that are under some genetic control, so psychosis should not be 
an exception (Claridge, 1985). Falsely held hypotheses that certain central 
neurotransmitter systems are associated with core of illness rather than components 
only.
4. These models relate best to primary delusions (Schneider, 1959) which are too 
bizarre to be understood in terms of persons background, personality, underlying 
conflicts / recent stresses.
5. Cognitive therapy pursues cognitive change via verbal challenging and empirical 
testing, inparticular if the latter proceeds the former in therapeutic practise (Chadwick 
and Lowe, 1990 ; Chadwick, Lowe, Horne and Higson, 1994).
6. This approach may be seen as more powerful when applied to secondary delusions 
which are seen as understandable in terms of a persons background, personality, 
underlying conflicts or recent stresses (Schneider, 1959).
7. Insight has been seen as a valuable and heavily investigated concept in psychology, 
difficult to define and qualify, but given little attention in psychiatric literature. Insight
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has been studied by phenomenology, clinical research and experimental psychology, 
therefore not becoming an "all-or-none" phenomenon. Psychology sees it as an 
informative aspect of a patients mental state and as a concept goes to the heart of our 
thinking about psychosis with important implications for management. It is seen to 
have three dimensions : awareness of illness ; capacity to re-label psychotic experiences 
as abnormal ; treatment compliance. If clinicians rediscover the concept of insight 
they'll feel more inclined to encourage patients to rediscover it too, therefore 
encouraging a more active role in recovery (David, 1990).
8. Maher and Mahger (1994) Via brain imaging (neuropsychology) and focusing on 
system deficiencies (cognitive psychology). Lower levels of magnitude of symptoms 
themselves or specific attributional style related to probability of development of 
paranoia.
9. However the ideology of biological reductionism can have the trappings of science, 
but be deeply anti-scientific (Barham and Hayward, 1990).
10. Defect models are commended for their clarity, simplicity and verifiability, but this 
also limits their clinical application. Therapeutic style has benefited instead greatly 
from motivational models and although this theory is not scientific in the conventional 
sense, it contributes a metaphorical way of conceiving human behaviour from which 
scientific theory may develop (Boyle, 1990). The vulnerability-stress model then 
enables various sources of vulnerability to be considered, but unfortunately can 
sometimes be reduced to a biological view of diathesis (Pilling, 1991). Therefore the 
ways in which different approaches might influence the nature of therapy would need 
to be modified according to the needs and vulnerability of individual sufferers.
11. Influencing variables such as demographic, economic and social class compound 
the effects of constitutional, psychological and intrafamilial factors, which may 
decrease the individuals tolerance for stress in a particular cultural context.
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12. Controlled studies of community care versus traditional care have not shown a 
reduction in family burden in the former (Reynolds and Hoult, 1984) and there is 
concern that increasing moves to implement community care and family management 
will result in extra burden on the family.
13. Foucault (1965) Less of a citizen, decreased rights / obligations.
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People with learning disabilities (PLD) essay. (Year 1) : How 
might you evaluate quality of life changes in people with 
learning disabilities who have moved from hospital to a 
community home ? Describe the advantages and 
disadvantages of your chosen approach or approaches.
Introduction
Quality of Life (QOL) is an international construct that could simply be defined as 
“general well-being” (Goode, 1990 ; Stark and Goldsbury, 1990), but has multiple 
meanings attached, is multidimensional, complex, difficult to measure and sometimes 
paradoxical (Goode, 1988 ; Dossa, 1989 ; Loew and Rapin, 1994). People with 
learning disabilities (PLD) have so far reported wanting the same things from life as 
other people (Hoffman, 1980 ; Williams and Schoultz, 1982 ; Drew, Logan and 
Hardman, 1988), but individuals in the community with higher level needs have been 
shown to be socially and physically less integrated, and experience a reported lower 
QOL (Schalock and Keith, 1986 ; Schalock, 1988 ; Schalock, Keith, Hoffman and 
Karan, 1989). Therefore although critical issues of definition (Diener, 1984), 
measurement (Landesman, 1986) and insufficient understanding how to use research to 
improve QOL in rehabilitation (Fabian, 1991) persist in evaluating QOL, it is an overall 
important frame of reference that is essentially egalitarian and potently democratic 
(Goode, 1988 ; Goode, 1990).
One emerging consensus in the programme evaluation literature is that multiple 
assessments should be used to measure quality of life (Franklin, Simmons, Solowitz, 
Clemons and Miller, 1986 ; Cheng, 1988 ; Fabian, 1991) and four particular methods 
are explored in this essay. Social scientists have attempted to conceptualise and 
evaluate both objective and subjective indicators of QOL in PLD (Schalock, 1990a) 
and the direct / indirect relationships between these variables. Objective indicators 
refer to social indicators which are external, environmentally based statistics of the 
collective quality of community life such as health, employment and housing (Andrews 
and Withey, 1976). However as these are limited reflections of an outsiders judgement
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of quality, it is important to show sensitive observation to the individual’s subjective 
assessment and perceptions of quality (Landesman, 1986 ; Feinstein, 1987 ; Roy,
1992). If whatever is most important to a patient is not included in an evaluation, then 
that evaluation does not truly reflect the patient’s situation (Loew and Rapin, 1994). 
Reform of the system of community care for PLD has however underlined the 
importance of assessment of individual need via monitoring adaptive functioning and 
outcome of interventions via service audit in evaluating QOL (Secretaries of State,
1989 ; Goode, 1990). QOL assessment has then shifted from measuring specific 
interventions to an increasingly holistic approach based on well-being of service users, 
their satisfaction with care and QOL (Baker and Intagliata, 1982 ; Oliver, Holloway 
and Carson, 1995). This essay examines the advantages and disadvantages of 
evaluating QOL via a multidimensional approach using : social indicators (objective) ; 
psychological indicators (subjective indicators) ; level of adaptive functioning and 
service delivery.
Quality of life will probably replace deinstitutionalization, normalization and 
community adjustment as the issues of the 1990’s (Schalock et al, 1989). It is arguable 
that specific assessment of QOL in the PLD subgroup is valuable as many subjects 
express sensitivity to the impact of labels (particularly as ‘client’) with associated 
misconceptions and expectancies which are often detrimental to their QOL and it’s 
evaluation (Dudley, 1987 ; Wolfensberger, 1988). Attempts to measure macro issues 
of the general population and not just micro QOL may then be a step toward a useful 
social validation (Williams and Schoultz, 1982). Including PLD as ordinary citizens 
with the same rights and responsibilities as other citizens may enable a more attainable 
citizenship and improved QOL for PLD (Goode, 1990).
Social Indicator Measures
Social indicators are objective measures of QOL that predominantly include 
biopsychosocial attributions of an individual based on external, environmentally based 
conditions such as hospital admissions, unemployment and socio-economic status 
(Andrews and Whithey, 1976 ; Campbell, 1976 ; Zautra and Goodhart, 1979). They 
are based on a set of assumptions about what represents the ‘good life’ and increased
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QOL (Holloway, 1994). A higher QOL is estimated to correlate with lower health and 
social service intervention (Cagle and Banks, 1986) and evaluation is primarily by 
analysis of statistics.
The main advantage or strength in defining quality in residential services by social 
indicators, is the close relationship they have with the values upon which service 
provision for PLD is based such as valuing community integration, social / 
interpersonal relations, living environment and meaningful work (Powers and Goode, 
1986 ; Goode, 1987 ; Duffy, 1989 ; Schalock, 1990b). Social well-being is important 
to QOL as it influences the quality and quantity of relationships, which effectively 
decrease psychological stress and increase the individual’s responses for dealing with 
stress (Leighton, 1959 ; Lerner, 1973 ; Wolfensberger, 1980). This is relevant to the 
experience of QOL in PLD in residential models as those closest to independent living 
(Flynn and Saleem, 1986 ; Cattermole, Jahoda and Markova, 1988) and those in 
vocational activity closest to normal competitive work (Dudley 1987 ; Lovett and 
Harris, 1987) score highest on QOL (Toomey and O’Callaghan, 1983 ; Schalock,
1989). There are several advantages to measuring these objective measures which are 
relatively easily accessed (observed and collected) and verifiable externally (Kind, 1988 
; Schalock, 1990a). Therefore social indicators are attractive and inexpensive as means 
of assessing systematic outcomes of rehabilitation services as there is a high correlation 
between poor social conditions and use of health services (Zautra and Simmons, 1978 ; 
Cagle and Banks, 1986). Social indicators research allows for macro (community 
wide) rather than micro (programme) assessment of rehabilitation services and 
outcomes therefore measuring the collective quality of community life, identifying the 
broad impact of policy changes, effect of shifting resources and social or economic 
inequalities within communities or populations (Zautra and Goodhart, 1979 ; Kregal, 
Wehman and Shafer, 1990)1.
Definitional disadvantages of social indicators that several researchers have objected to 
is their surrogate status for others subjective well-being (Cagle and Banks, 1986). In 
an increasingly pluralistic, multicultural society careful assessment is required so as not 
to merely reflect the researcher’s judgement of QOL (Oliver, Holloway and Carson, 
1995) They are then proxy measurements that act as indicators rather than direct 
assessment with their link to an individuals’ quality of life often a matter of conjecture,
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perhaps not even related to quality of life at all (Kind, 1988). Many social indicators 
will then be needed to make sense of their use, but there will be difficulties to measure 
improvements on one indicator against deterioration on another, and to produce an 
assessment of overall benefit (Kind, 1988).
Social indicators are easy and useful measures in assessing the broadsweep effect of 
social changes, resource allocation or policy shifts on the quality of life of targeted 
groups (Fabian, 1991). However, concern over its neglect of personal satisfaction and 
well-being, has led to examination of psychological indicators as a perspective on 
conceptualising and assessing quality of life, that can be used in a multidimensional 
approach.
Psychological Indicator Measures
Psychological indicators focus on a persons subjective reactions to life experiences that 
can be measured via psychological well-being (Flanagan, 1978 ; 1982) and personal 
satisfaction / happiness (Campbell, Converse and Rodgers, 1976). Greater satisfaction 
in each of these domains is related to a higher perceived quality of life (Lehman, 1983 
; Schalock, 1990c), resulting in multidimensional scales of life satisfaction often being 
used to evaluate client outcomes as a result of rehabilitation program interventions 
(Seltzer, 1981 ; Baker and Intagliata, 1982 ; Heal and Chadsey-Rusch, 1985 ; Lehman, 
Possidente and Hawker, 1986 ; Lehman, 1988). This approach is then specifically 
client centred in theory.
Psychological indicators are the ultimate criterion of QOL, uncontaminated by 
experimenter bias (Lehman et al, 1982 ; Goode, 1988) highlighting diversity within the 
PLD subgroup (O’Grady and Talkington, 1976 ; Cleland, Rago and Mukherjee,
1978)2. An individual’s perception of personal needs and resources influences their 
satisfaction and overall QOL (Michalos, 1985 ; Gauthier, 1987) with PLD who express 
a sense of empowerment, autonomy and independence reporting higher QOL (Keith, 
1990). Advantages of measuring QOL with the types of questions most natural to 
PLD can assure that something ‘real’ is being measured (Converse and Presser, 1986). 
It requires the researcher to be creative in communication, perhaps using methods 
developed for use with individual’s comparable to non-retarded individuals of similar
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‘mental age’ (Sigelman, Schoenrock, Budd, Duiner et al, 1983), monitoring via 
observation and videotape methods of expression (Goode, 1980 ; Taylor and Bogolan,
1990) to accurately assess methods of communication.3 Computerised symbol boards 
and teaching individuals to use freedom of choice will then not only increase 
communications, but also increase an individual’s control and open doors to the 
outside world (Riddle and Riddle, 1982 ; Cirrin and Rowland, 1985). The researcher 
can also statistically correct for response bias enabling a more accurate assessment of 
an individual’s actual QOL, dealing with problems of recency and acquiescence 
(Sigelman et al, 1983 ; Heal and Chadsey-Rusch, 1985 ; Sigelman and Budd, 1986), 
therefore establishing reliable self-report from individual’s with severe learning 
disabilities (Lehman, 1988).
A disadvantage of using psychological indicators includes the issue of when individuals 
asked to rate QOL using a process of events in their history, experience and 
relationships that influence their judgement. However as these may be limited in many 
PLD it may affect their ability to draw comparisons for making subjective evaluations 
(Baroff, 1986 ; Bannerman, Sheldon, Sherman and Harchik, 1990 ; Coulter, 1990 ; 
Schwarz and Strack, 1990)4. The capacity to form comparative judgements could 
potentially be used to justify custodial rather than developmental services (Baroff, 
1986). In measuring QOL is the assumption that individual’s can recognise and 
articulate satisfaction across a variety of life domains, which has for some studies 
proven impossible due to problems in receptive / expressive language, cognitive 
immaturity and / or relatively low education (Cleland, 1979 ; Sigelman et al, 1980 ; 
Converse and Schuman, 1984)5. Some of the problems encountered include social 
desirability (Budd, Sigelman and Sigelman, 1981 ; Stallard and Chadwick, 1991), 
response acquiescence (Sigelman et al, 1983 ; Baroff, 1986), focusing on part of the 
question (Sigelman, Budd, Spanhel and Schoenrock, 1981), over-inclusive / discrepant 
answers (Stensman, 1985) and anxiety / temporary mood influences (Jenkins and 
Grey, 1994)6. Therefore there are problems of validity and reliability in interpretation 
(Sigelman et al, 1983; Streiner and Norman, 1989), with the measures only noting 
idiosyncratic ratings of satisfaction and happiness, not potentially reflecting realities of 
external conditions (Zautra and Goodhart, 1979)7. Unfortunately consumer surveys are 
time-consuming needing skilled independent interviewers to travel to the home of each
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client which also makes the assessment measures expensive (Jenkins and Grey, 1994). 
Scales of psychological indicators are also discreet in measuring changes in life- 
satisfaction, therefore not sensitive to small scale interventions requiring large scale 
studies to show any significant results (Field and Yegge, 1982 ; Cheng, 1988 ; Fabian,
1991).
QOL is a ‘delicate’ concept for scientific analysis, but it is important to assess from the 
individual’s perspective (Stensman, 1985 ; Goode and Hogg, 1994). Psychological 
indicators have increasingly been used in the evaluation of services (Crocker, 1989 ; 
MacDonald, Ochera, Leobowitz and McLean, 1990 ; Bond, Newnes and Mooniaruch, 
1992 ; McAuliffe and MacLachlan, 1992), but they are less valid as a measure of 
service intervention or outcome (Lebow, 1982), appearing most important as a means 
of monitoring / improving quality of care (Kerrvish, Wickings and Tarrant, 1988 ; 
Stallard and Chadwick, 1991).
Adaptive Functioning Measures
Adaptive functional assessment is a developmental perspective that notes the level of 
an individual’s skills, their adaptive behaviour and / or community adjustment in pursuit 
of the long-range goal of independence (Conroy, Walsh and Feinstein, 1987 ; Bellamy, 
Newton, LeBaron and Horner, 1990 ; Conroy and Feinstein, 1990). The more an 
individual is integrated into their community and the more competently they are 
functioning in their environment, the higher their QOL is expected to be (Sigelman, 
Vengroff and Spanhel, 1979 ; Bigelow, Brodsky, Stewart and Olson, 1982 ; Baroff, 
1986). Although theoretically related to QOL it relies on reports of others, 
independent of subjective responses of individuals (Tennant and Cullen, 1987 ; 
Hollandsworth, 1988).
Distinct advantages of this method of evaluation include it’s use of values of 
normalization in defining QOL (Bellamy et al, 1990) assessing how improvements in 
adaptive functioning interact with overall life satisfaction (Padilla and Grant, 1985 ; 
Franklin, Sommons, Solowitz, Clemons and Miller, 1986). It is therefore important as 
it enables a structural approach to quality noting organizing ; systems and techniques ; 
measurement and feedback ; changing the culture (Dale and Boaden, 1993). Attention
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to outcomes then challenges service provision to innovate and create programmes and 
individualised approaches that work (Bellamy et al, 1990 ; Kind, 1988) enabling health 
care professionals in development, education and research (Harman and Martin, 1992). 
It is also useful for managers as a matter of accountability for use of resources, 
efficiency and effectiveness (Harman and Martin, 1992), influencing social policies 
regarding important areas of need and resource allocation decisions (Land and 
Spilerman, 1975 ; Liu, 1976 ; Milbrath, 1979 ; 1982). Advantages of this form of 
measurement is its ability to include those unable to respond via self-reports or whose 
life experiences may limit their ability to self-report (Fabian, 1991) who might 
otherwise then be misunderstood (Swartz, 1979 ; Crocker, 1989) as most QOL 
research in the community has been of individuals with a mild or moderate learning 
disability (Cragg and Harrison, 1986 ; Halpern, 1986 ; Donegan and Potts, 1988). This 
approach then raises emotive issues of clients and our own professional / personal 
limitations (Sinason, 1992), but is important to ensure efficient and effective policies 
and interventions (Cook, 1989)8.
Disadvantages include solely defining QOL in terms of increasing independence 
(Taylor and Bogdan, 1981) as progress in skill development may at times have little 
impact on the overall QOL (Schalock and Harper, 1982) and it is difficult to identify 
appropriate criteria to measure adaptive functioning in terms of what is considered as a 
positive gain, or no loss of function (Hollandsworth, 1988). Functioning may then be 
defined differently for each individual which raises issues of personalising measures, 
establishing a minimal standard (Fabian, 1991) and the imbalance of power between the 
advantaged assessor and disadvantaged subjects (Bender, 1993)9. This definition also 
does disservice to individual’s with severe learning disabilities as they have certain 
access denied because of presumed lack of readiness to move on to a programme 
(Wilcox and Bellamy, 1982) and is also potentially punitive to the individual whose 
progress in training gives little hope to their functional independence developing to the 
extent that their QOL would be improved (Ellis, Balia, Estes, Warren et al, 1981). The 
multidisciplinary team can then act as a ‘pressure group’ on the patient constricting 
their actual liberty (Loew and Rapin, 1994). There are wide discrepancies between 
client and providers ratings of outcome of specific therapies and QOL (Sigelman et al, 
1980 ; Budd et al, 1981 ; Loew and Rapin, 1994) with issues of response effects (Heal
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and Sigelman, 1990), and it is questionable as to whether any group can successfully 
speak for another’s subjective opinion on something as personal as quality of life 
(Thomas and Lyttle, 1980 ; Jenkins and Grey, 1994)10. Combination measures of 
quality of life and adaptive functioning then broadens the scope of assessment, but 
contributes to the idiosyncratic nature of scales resulting in questionable validity of the 
instruments (Kind, 1988).
Adaptive functioning can then specifically reflect various areas of needed programme 
and rehabilitation interventions (Baroff, 1986), directly assessing an individuals needs 
for a programme intervention to improve QOL (Franklin et al, 1986). Although 
important to the idea of improving QOL, adaptive functioning assessment may be too 
developmentally emphasised to be relevant to individuals with severe learning 
disabilities who will always be largely dependent on services.
Service Provision Measures
Evaluation of the characteristics and quality of care provided have been acknowledged 
as developmental stage progressions towards considering QOL in its widest aspects 
(Hemming, Lavender and Pill, 1981 ; Seltzer, 1981 ; NIDRR, 1988 ; Emerson and 
Hatton, 1994). The more appropriate the programme and environment is for the 
individual, the higher their QOL is expected to be (Bolton, 1979 ; Eyman, Demaine and 
Lei, 1979 ; Liunch, 1988). Clinical psychologists have been encouraged to act as 
consultants for implementation and evaluation (Broome, 1994 ; Lyne de Ver, 1994) via 
systematic inspection (Luckasson, Coulter, Polioway, Reiss et al, 1992 ; Dickens,
1994).
An advantage of this approach is that by definition it is essential as without accurate 
feedback about the status of the system, the system cannot change in a consistently 
positive direction to improve QOL in PLD (Wiener, 1948 ; Miller, Galanter and 
Pribram, 1960). This method of evaluating QOL is an elementary feedback system 
(Conroy and Feinstein, 1990) that forces service aims to be explicitly laid out and 
operationalized in such a way as to make them measurable forcing specification of 
particular service priorities (Hatton, 1995). The better the fit between an individual’s 
needs and their resources, the higher the QOL is reported to be (Land and Spilerman,
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1975 ; Liu, 1976 ; Milbrath, 1979 ;1982 ; Munnell and Norris, 1983). Quality of care 
is important to QOL particularly in individuals with severe learning disabilities who 
depend on families / carers for physical and emotional needs (Rosen, 1986) as the 
majority of their time is spent within residential environments no matter how dedicated 
carers are to community integration and normalization principles (Key, Boroskin and 
Ross, 1973 ; Evans, 1983 ; Wilier and Intagliata, 1984 ; Borthwick-Duffy, 1990). 
Therefore severe learning disability residential stability and opportunities to develop 
social relationships with peers may take priority over training programmes and goals of 
movement to less restrictive settings (Hemp and Braddock, 1988), resulting in the 
environment itself being the goal of QOL (Evans, 1983 ; Wilier and Intagliata, 1984). 
Measures of service evaluation are relatively easy to administer (Wolfensburger and 
Glen, 1975 ; Rotegard, Hill and Bruininks, 1983 ; Rotegard, Bruininks, Holman and 
Lakin, 1985) monitor any abuses in services (Lott, Davies and Nagle, 1994) and 
therefore ensures service values, morals and underpinnings are translated into specific 
service aims (Rapley, 1990 ; Jones and Withers, 1991 ; Hatton, 1994).
Disadvantages of this method of evaluating QOL are that in maintaining quality of 
standardised care, the system may be a barrier to happiness for PLD who live in 
facilities that are over concerned with certification. An example is that adult PLD may 
be denied a doll because it is not viewed as age appropriate, therefore the system 
appears as unfair to an individual and ignores ‘joy quotient’ (Riddle and Riddle, 1982 ; 
Conroy and Bradley, 1985 ; Hemp and Braddock, 1988). Therefore accreditation 
standards are not necessarily related to the developmental progress or accurate in 
assessing QOL (Loew and Rapin, 1994), resulting in management appearing 
inadequate and contrary to patients wishes, paradoxical regarding QOL (Bellamy et al, 
1990 ; Lovett, 1993). Observing services so intensely may result in all consumers 
being treated the same, with evaluation being programme centred rather than person- 
centred (Bellamy et al, 1990). Methodologically these evaluations can be time- 
consuming and difficult (Bradley, 1990), appearing reactive and not positive, 
dominated by negative oversights and sanctions. There are inevitable conflicts between 
different stakeholders (users and carers) and different service aims (safety and 
independence) (Hatton, 1995), therefore explicit aims and values are required.
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Quality of care then has variable importance to PLD, but is generally felt to be 
necessary, but not sufficient to establishing better QOL (Borthwick-Duffy, 1990). This 
method of evaluation ensures a larger interrelated framework of quality assurance 
(Dale, Lascelles and Plunkett, 1990 ; Koch, 1991 ; Dickens, 1994) to help promote 
QOL.
Conclusion
Including social indicators, psychological indicators, measures of adaptive functioning 
and service provision in evaluation of QOL helps understand and appreciate the 
multidimensionality of this concept for an individual with a learning disability (Dickens 
and Stallard, 1987 ; Goode, 1990 ; Schalock, 1990c). Due to the heterogeneity of 
PLD, aspects of the four methods outlined will vary in importance (Borthwick-Duffy,
1990), but help establish criteria for assessing QOL in resettlement programmes with 
attention to personal preferences. An appreciation of quantitative (social indicators 
and measures of adaptive functioning) and qualitative (psychological indicators and 
service provision) methods helps contribute to theory and facilitate interpretation of 
research in PLD (Goode, 1990 ; Jenkins and Grey,
1994).
The fundamental and determinant question appears to be ‘What gives value to our lives 
? (Roy, 1992 ; Feinstein, 1987), but the complexity of evaluation in PLD is the 
involvement of not just the individual for evaluation, but also relatives, advocates, 
health care professionals, providers and regulators (Loew and Rapin, 1994)12.
Therefore effective communication between clients and service developers / planners is 
important to measure over time (Barsky, 1988 ; Loew, 1989) to help reduce the 
methodological difficulties in evaluating QOL in PLD in the community (Barry, Crosby 
and Bogg, 1993). It should be obvious that PLD are no different to other members of 
the general population in that they benefit from culturally valued environments, 
convenient services, warm interactions and positive social images (Wolfensburger, 
1980). QOL can then be a powerful heuristic scheme generating important research 
and services for the transition of PLD into the community.
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Appendix
1. Large scale studies in North America of individuals with and without learning 
disabilities showed quality of life to be a result of relationships, work, material standard 
of living, opportunities for learning, neighbourhood / community / home, health / safety 
and recreation / social activity (Flanagan, 1978 ; Campbell, 1981 ; Keith, Schalock and 
Hoffman, 1986 ; Lehman, 1988).
2._Indeed differences have been noted in the functional ability of people with severe 
learning disabilities (O’Grady and Talkington, 1976) and in PLD levels generally 
regarding QOL (Miller, 1976 ; Cleland et al, 1978 ; Landesman-Dwyer and Sackett, 
1978).
3. Methods of diagrams of faces for approval and satisfaction with pictures and scales 
have found reliable reports from individuals with severe learning disabilities (Sigelman 
et al, 1980 ; Sigelman et al, 1982). However the literature contains practical guidelines 
about how to minimise response effects and how to write effective questions (Andrews 
and Withey, 1976 ; Sudman and Bradburn, 1982 ; Converse and Presser,
1986).
4. An individual’s perceptions, aspirations, perceived level of control and current life 
situation will then mediate the rating of current satisfaction, as will memories of past 
experiences and coping strategies (Oliver et al, 1995) that change over time.
Subjective satisfaction is based on individuals perceptions of the discrepancies between 
what one has and : what one wants ; what others have ; what one had in the past ; what 
one expects to get in the future ; what one expected s/he would have ; what one 
deserves ; what one needs (Michalos, 1985 ; Gauthier, 1987).
5. Some PLD have difficulty providing accurate responses to open-ended questions 
such as full name, birthdate and address (Sigelman et al, 1983). The extent to which a 
question implies a socially desirable response can alter answers by non-PLD and PLD.
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PLD respondents may say ‘yes’ to many questions in order to be agreeable and say 
‘no’ to questions that mention socially undesirable behaviour to deny any association 
with these taboos. Open-ended questions are associated with response bias of 
underreporting activity (Sigelman et al, 1982). Yes-no checklists may be preferable to 
open-ended questions in surveys (Belson, 1986), but both approaches are suspect in 
PLD (Heal and Sigelman, 1990). Practise in answering questions seems to improve 
responsiveness to questions (Sigelman et al, 1983) and improve consistency of 
response to alternative questions (Conroy and Bradley, 1985).
6. Indeed individuals with mild learning disabilities living in the community report 
higher rates of depression (Prout and Schaefer, 1985) which is associated with low 
levels of social support and poor social skills (Benson, Reiss, Smith and Laman, 1985 ; 
Laman and Reiss, 1987). Therefore social skills training can be effective in the 
treatment of symptom of depression in PLD (Laman and Reiss, 1987). However, 
although correlation is found between depression and social skills training, it remains 
unclear as to whether adult PLD can provide self-report on emotional states (Kazdin, 
Matson and Senatore, 1983) and that emotional anguish may be a result of stigmatising 
treatment by others (Dudley, 1987).
7. Subjective evaluation and the standard of living correlate poorly even when a decent 
basis of living is available (Skantze, Malm, Dencker, May et al, 1992).
8. “If it is painful for everyone to acknowledge their own limitations, what is it like for 
those whose limitations are more correctly defined by brain damage or chromosomal 
abnormality?” (pp.87) (Sinason, 1992)
9. Many skills targeted in popular skill sequence are unnecessary for community life 
and work because alternative performance strategies or services can be devised to 
eliminate their need in the community (Bronston, 1980).
10. A general lack of empirical studies in PLD demonstrating a link between adaptive 
functioning and well-being (Diener, 1984 ; Cheng, 1988), but there is a strong positive
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correlation with life satisfaction (Andrews and Withey, 1976). Loss of self-report data 
and relying heavily on staff means that the measure becomes a proxy indicator not 
measuring quality of life directly (Hill et al, 1984).
Evaluation by others is affected by their own values, beliefs, personal philosophies and 
psychology (Loew and Rapin, 1994). Professional staff wish to ensure that practises 
are followed that maintain good health, but there is the question as to what form of 
consent is achieved for certain interventions. It would be ingenuous to assume that all 
medical interventions are benign o incontrovertible i.e. prevalence of hysterectomies in 
women in this group (Kaunitz et al, 1986), removal of all teeth to prevent self- 
mutilation (Watts et al, 1974) or excessive polypharmacy (Hogg, 1992).
Circumstances that deepen the contradictions in quality of life assessment include 
(Loew and Rapin, 1994) :
-A high degree of patient dependence.
-A professional judgement that a patient is incompetent.
-Professional values being placed over a patient’s values.
-A multidisciplinary team acting as a pressure group.
-A lack of effective communication with the patient.
A determination to minimise the symptoms at valuation.
11. Quality of health care, attentiveness of direct care staff and cheerfulness of 
surroundings may each be critical to the quality of life in individuals with a severe 
learning disability, and may reflect the very essence of quality of life for them.
12. Goode (1990) There are five essential quality of life factors :
1. Needs of the person with the disability.
2. Expectations others have for them.
3. Outcome behaviours that satisfy needs and expectations.
4. Resources needed by persons with disabilities to meet demands.
5. Resources needed by other actors in the setting to enable the person with a disability 
to meet demands and achieve desired behavioural outcomes.
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Older adult essay. Year 2 : Discuss the issues and concerns in 
the provision of group therapy for older adults ?
Introduction
The percentage of adults over sixty five years of age is rapidly rising within the 
general population (Eisdorfer, Cohen and Veith, 1980 ; Brodaty and Anstey, 1994). 
This is made significant for health care professionals by the increasing rates of 
psychological and medical disturbances that accompany the aging process (Yost, 
Beutler, Corbishley and Mender, 1986 ; Leszcz, 1990). Most older adults seem to 
handle changes and challenges associated with this developmental period with minimal 
disruption (Romariuk, McAuley and Arling, 1983). However for a significant number 
these adjustments are made more difficult by loss of psychological resiliency and 
social support systems that predominantly assist younger individuals (Yost et al,
1986). The complexity of biological, social and psychological factors in disorders of 
older adults imply a broad range of effective interventions are necessary (Morris and 
Morris, 1991). Group therapy has been proven to be a cost effective treatment 
modality that has the flexibility to offer a range of targeted therapeutic interventions 
(psychodynamic, supportive psychotherapy, psychoeducational) in a non-threatening 
peer supportive environment (Burnside, 1986).
In this essay there are two main sections. The first explores establishing a group 
regarding technical and then theoretical issues and concerns. The latter section 
discusses the actual management of group processes regarding identification and 
exploration of psychological issues and concerns, and the effect of socialization. The 
overall aims of much group therapy are to enhance self-esteem, and to adapt and 
accept certain losses, while respecting each individuals ability to adapt, change and find 
new solutions to life’s challenges (Myers, 1991). The establishing and management of 
older adult groups are complicated due to members heterogeneity (Koder, 1992). 
However a sociocultural belief that human connection not induced by pity but by the 
realization that older adults have much to say, may promote an improved quality of life 
(Peake and Philpot, 1991).
Establishing The Group
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The structural issues and concerns of group therapy includes discussion of technical 
issues such as how groups are constructed and evaluated as treatment programmes, 
and the theoretical orientation of groups for older adults.
Technical Issues and Concerns
Group therapy is a particularly versatile intervention as it can be implemented within a 
number of different settings such as inpatient (Corey and Corey, 1982), day hospital 
(Weiner and Weinstock, 1980) and outpatient care (Deutsch and Kramer, 1977). It’s 
application to a number of different problems enables it to be a cost effective form of 
treatment (Weiss, 1994). However some care settings may confound and impede f  
provision of care for older adults (Weiss, 1994). Many care facilities for older adults 
are born out of loss whether it be a home, physical or psychological abilities. Staff in 
some care facilities can often be unsupportive of group therapy in that they as staff are 
‘dependent’ and put the facilities needs before their own needs (Weiss, 1994). These 
believes are contrary to the group therapy philosophy of many groups including freely 
expressing individual thoughts, feelings and needs (Yalom, 1985). Group therapy for 
the staff has been proven to help them learn more of the therapeutic process and 
discuss some of the issues that the residents face. This has been shown to improve 
empathie interaction and increase resident participation within the institution (Yost et 
al, 1986).
Assessment of individual clients is important in appropriate placement for group 
therapy, and should include noting an individuals ego resources, gender, differential 
diagnosis, sensory impairments, expectations and commitment to change (Ba, 1991 ; 
Wright, 1994). Level of cognitive functioning may vary but many older adults show 
few if any signs of cognitive impairment and require no special aids (Price, Fein and 
Feinberg, 1980). Cognitive development exists throughout adult life and the 
qualitative changes can be promoted within psychotherapy to enable continued 
growth (Rybash, Hoyer and Roodin, 1986). Old age is accompanied by decreased 
ability to analyze and synthesize abstract material (Cerella, Poon and Williams, 1980), 
therefore making it difficult to focus attention for long periods of time. Older adults 
may also be prone to easy distractibility (Ford and Pfefiferbaum, 1980). However 
some groups can be designed with high levels of structure using verbal and visual
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cues, shorter segments of discussion and advanced warning of tasks (Price et al,
1980). It is important to realize that a slight diminution in mental ability is just that 
and not an indication that an individual is incapable of grasping abstract concepts 
(Yost et al, 1986). Another difficulty is that the individuals themselves may not be 
homogeneous in their needs or cognitive ability thus increasing drop-out rate from a 
group, and slowing down the development of group cohesion, trust and development! 
of group focus (Weiss, 1994). It has therefore been encouraged that therapists 
personalize the initial assessment of clients to allow clients to discuss and question 
matters of concern relating to the type of therapy (Burnside, 1986). With the recent 
trend toward consumer participation in mental health services consumer choice should 
be a favourable form of practise (Marthei, Halo and Ivey, 1982). Congruence 
between defensive style and choice of group therapy may then decrease the common 
problem of premature termination’s, reduce anxiety and increase alliance and respect 
for the group (Tasca, Russell and Busby, 1994).
Evaluation is an important part of any treatment plan but with older adults it is 
difficult due to high drop out rates which affect qualitative data and statistical power 
(Moffatt et al, 1995). Drop out therefore is often used as an effective measure of 
outcome. There are not enough systematically controlled research studies regarding 
treatments for older adults (Burnside, 1970). Dependent measures are frequently too 
global and not sensitive enough to record client progress among older adults (Weiss, 
1994). A naive therapist may also see many symptoms which appear to be evidence 
of psychopathology, but are age appropriate issues such as “increased inferiority”, 
which may present as introversion and self-reflected posture (Sherman, 1981). 
Evaluation should then include client participation via objective, subjective, self and 
external measures so that the needs and desires of clients can be met (Yost et al,
1986). It is also argued that improvement from group psychotherapy with older 
adults may be more of a measure of comparison between a clients behaviour before 
and after treatment (Raison, 1982). The length of time in treatment may also need to 
be extended for full maturation of group processes and promotion of participants 
insight (Weiss, 1994).
Theoretical Issues and Concerns
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The theoretical orientation of the group can take many forms and hence increases the 
applicability (Morris and Morris, 1991). There are noted to be three different 
approaches to group therapy including psychodynamic, developmental and cognitive- 
behavioural models. Psychodynamic models (Kohut, 1977 ; Schwartzman, 1984) and 
developmental models including reminiscence or life review (Butler, 1974 ; Poulton 
and Strassberg, 1986) aim to promote similar ends. They both promote restoration 
and stabilization of the individual’s sense of self, personal competency and feelings of 
mastery (Haight, 1989 ; Yalom, 1990). Self-acceptance is one of the ingredients that 
aids older adults to commit to positive life-affirming changes (Burnside, 1986). Older 
adults may prefer this approach as they may feel more of an affinity with their past ( a 
time when they possessed more personal power) than with the present (Weiss, 1993 ; 
Weiss, 1994). However psychodynamic and developmental models do not promote 
learning or specific skill acquisition and can be confusing for older adults with 
cognitive difficulties or those who are finding the group process confusing (Lakin, 
1988). In contrast more structured cognitive-behavioural and educational models 
emphasize conscious cognition’s and learning, with reframing and refocusing attention 
(Leszcz, 1990). External structure may facilitate acquisition of factual knowledge, 
conceptual understanding, improved performance on learning tasks and have been 
shown to produce longer lasting effects with disorders such as depression (Gallagher 
and Thompson, 1982). Older adults that are isolated can challenge negative, self- 
devaluing and self-blaming assumptions as clearly labeled automatic negative thoughts 
to be examined at a distance which may be less emotionally distressing (Parham, 
Priddy, McGovern and Richman, 1982). This ‘workshop type’ setting might also be 
more familiar for some older adults and more easy with which to make a transition 
into it (Bates, Johnson and Bloaker, 1982). However purely using the cognitive- 
behavioural approach can be difficult in a group setting as it requires client trust and a 
stable therapeutic alliance. These may be more difficult in multiple relationship 
settings such as groups, producing less effective results than in individual therapy 
(Rush and W atkins, 1981).
What however is becoming increasingly popular is an integrated model of group 
therapy (Beitman, Goldfried and Norcross, 1989 ; Leszcz, 1990). Safran (1984) 
argues for a bridge between these therapeutic approaches particularly in the provision
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of group therapy with older adults. Many models of group therapy for older adults 
are equally effective in reducing symptoms of depression, increasing interpersonal 
interaction and social function, and raising self-esteem (Burnside, 1986). Therefore 
perhaps what needs to be noted in the structuring of groups for older adults are the 
interrelated complementary features of : promoting a move toward increasing self­
effectiveness, competency or mastery ; a committed, available and empathie therapist ; 
provision of an opportunity for socialization, affiliation and feelings of being valued in 
both real and symbolic fashion (Leszcz, 1990).
Management of the Group
This section is concerned with the identification of psychological issues and concerns, 
their exploration within the group and the process of socialization that results from 
their discussion and management.
Identification of Psychological Issues and Concerns
An issue in working with older adults in group therapy is a general tendency in their 
‘developmental period’ or ‘culture’ not to interpret their problems in psychological 
ways (Yost et al, 1986 ; Weiss, 1994). An example is the common problem for older 
adults of depression. It is difficult to differentiate this negative affective state when 
the individual is experiencing confounding medical conditions, an increased tendency 
toward hypochrondriasis and natural decreases / changes in sex drive and sleep. Such 
patterns of experiences all combine for the individual with a tendency to frequently 
deny or fail to recognize their own feelings (Kaszniah and Allender, 1985). A serious 
problem with misinterpretation or identification of psychological symptoms is the 
prescription of multiple medications from General Practitioners to attain some relief 
(Eisdorfer and Friedel, 1977). This practice can increase cognitive dysfunction (Hick, 
Funkenstein, Dysken and Davis, 1980) particularly in older adults who are more 
sensitive to side effects (Eisdorfer, Cohen and Veith, 1980) and less likely to practice 
regular schedules in drug regimes (Kaplan and Sadock, 1993). The identification 
process can be assisted in group therapy by the exploration of different ways to relate 
to difficulties and establishing a framework where by they can perceive emotional 
issues without stigmatizing themselves or reducing their own sense of value (Yost et
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al, 1986 ; Weiss, 1994). Medical problems and affective states do have significant 
effects on each other. Therefore if older adults can have a positive experience of a 
reduction of symptoms while in group therapy, this may help clearer identification of 
psychological difficulties in the future (Burnside, 1986). A therapeutic approach 
using cognitive-behavioural techniques can emphasize a sense of social responsibility 
and individualism that frequently characterizes the attitudes of older adults who were 
raised as self-sufficient (Yost et al, 1986). Therefore group therapy can improve 
identification and possible management of psychological difficulties (Grotjahn, 1989). 
Increasing social isolation, ill health and other deficits of old age can encourage the 
belief that one is alone. This may result in the individual perceiving themselves as 
solely responsible for a particular problem, resulting in not only unhappiness but 
actual mental breakdown (Seligman, 1982). As Abraham (1949) noted , it is the age 
of the neuroses that is more important than the age of the patient. Developmental 
self-defeating cognition’s can be clearly identified in a group, be challenged, and the 
universality of the problems be revealed (Berland and Poggi, 1979). However in 
attempts to maintain dignity, avoid being a nuisance, keep the family peace or from 
fear of being misunderstood, older adults may not be used to discussing struggles that 
aging brings with anyone except possibly close family (Yost et al, 1986). Different 
individuals’ needs may then conflict with the groups and / or the leaders’ which may 
then be perceived as uncaring, ineffective and insensitive (Boyd, 1994). Individuals 
expressing powerful emotions for the first time may struggle with material they bring 
demanding more time / attention than others in the group (Berland and Poggi, 1979) 
possibly resulting in an outpouring of multiple problems or dependency issues. 
Therefore specific contracts of what is to be discussed, and when, can help resolve 
such problems. These ‘rules of the group’ need to be established so that the group 
can become an acceptable place to air one’s troubles, reveal ones’ fears and hurts, and 
talk about positive and negative aspects of getting older (Boyd, 1991). This material 
may then foster a sense of community and intentional problem solving for specific 
identifiable problems (Yalom, 1985).
Exploration of Psychological Issues and Concerns
The exploration of psychological difficulties in group therapy has issues for individual 
members and the group as a whole. Group therapy raises powerful issues regarding
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an individuals’ sense of altruism as the interchange of ideas and assistance can reduce 
depression, increase self-confidence, improve cohesiveness and raise interest in others 
(Lothstein, 1988 ; Finkel, 1991). Contributing opinions to others can help the 
individual client learn to challenge their own negative cognition’s (Myers, 1991). 
However older adults tend to be used to practical problem solving with little use of 
insight (Weiss, 1993). It may then be dangerous to intervene, undermining defence 
mechanisms without being certain they can be validly replaced (Ba, 1991). A 
therapist pushing too hard for clients to resolve psychological difficulties and crises 
may interfere with the individuals mourning loss and subsequent regaining of a sense 
of continuity and identity (Erikson, 1982 ; Peake and Philpot, 1991). However many 
older adults were raised to value hard work, selflessness and productivity. This may 
mean that contributing to others in a group is an easy transition (Yost et al, 1986 ; 
Weiss, 1994). There are also powerful ‘cultural’ norms specific to older adults which 
typically include prominent behavioural norms of “not washing ones’ dirty linen in 
public”. This may result in issues being raised but a reluctance to spend additional 
time on them. There is also a tendency of ‘not expressing emotion’ which may make 
it more difficult to identify cognition’s (Lieberman et al, 1973). In long term 
residential settings, the loss of physical boundaries may have meant an increase in 
dependence (Yost et al, 1986). Lastly, rules of politeness for older adults may include 
not disagreeing with the therapist or commenting on others behaviour (Yost et al, 
1986). By making unstated norms and rules specific the group can evaluate and 
formulate acceptable behaviour for and within the group (Yost et al, 1986). The 
group can then become sensitive to process of reacting to losses and resourceful in 
identifying and modifying old solutions and strategies rather than trying something 
new (Kohlberg, 1964 ; Peake and Philpot, 1991).
Socialization and Psychological Issues or Concerns
The groups existence alone can have a powerful effect for older adults that are 
experiencing a sense of isolation and loss of opportunities. The group can then help 
maintain social skills and help the individual overcome timidity or uncertainty about 
ability to talk with others (Myers, 1991). Membership to the group can then help 
individuals develop / rediscover social confidence with improved self-care and interest 
in self. This can then result in the establishment of stable social support systems
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within and outside the group (Yost and Corbishly, 1985 ; Myers, 1991). Difficulties 
in establishing socialization by group membership include relationships being 
perceived more as a burden than as a reward. This may be true for individuals 
grieving for recent losses (Corey et al, 1982) and further increase anxiety and 
depression (Gumming and Henry, 1961). The role of the therapist is important and 
common problems include failure to empathize and generational differences in 
interpersonal style. This may then presents as a picture of inability to help, and 
intrusive or uncaring attitude (Corey et al, 1982). An anti-ageism premise must be 
accepted a priori. It also enables groups if the clinical picture presented of 
depression, disengagement and demoralization is deemed as treatable until proven 
otherwise (Burnside, 1986). Resolving these difficulties may involve openly 
recognizing and admitting a lack of experience on the part of the therapist of various 
problems, but not a limited understanding or respect of these generational differences 
(Weiss, 1994). The therapist may find that sharing background rather than disclosing 
can facilitate trust within the group (Burnside, 1986). There are complex issues of 
transference and countertransference with many older adults having unconscious 
“child-parent” relationships with the worker as parent (Stern, Smith and Frank, 1953) 
or as adult son / daughter (Knight, 1986). The therapist and supervisor must be 
particularly sensitive to a wide range of possible transference’s and asking the 
question “What role am I being recruited to play ?” can be most helpful (Peake and 
Philpot, 1991). Much latent anxiety and depression of the group can be precipitated 
in the health worker in the spoken and unspoken negative content of many of the 
sessions (Yalom, 1975 ; Myers, 1991). This is doubly hard for the therapist as there 
may also be frustration of the limited success with older adults (Stem et al, 1953). 
These processes can increase negative cognition’s of depression, hopelessness and 
helplessness which can interfere with the effectiveness of the group (Yost et a l ,
1986). The therapist may find that to intervene ‘actively’ will stimulate clients 
participation continually, however the meaning o f ‘active’ is rarely defined clearly in 
the literature (Bienenfeld, 1988). If the individual is overactive they may limit the 
growth of the group and make it pathologically dependent on the leader, but to be too 
silent may result in drop-outs and distancing (Lothstein, 1988). The therapist may 
feel too ‘inactive’ but it is important to recognize that older adults ability to define his
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/ her own perspectives on their stage of life is more time consuming, and the therapist 
may have to manage their own feelings of urgency (Riley and Carr, 1989). Support 
for the therapist may take the form of : co-therapist in the session (Matorin and 
Zoubok, 1988) ; co-therapist observing the session (Slavson, 1951) ; supervision 
(Weiss, 1994) ; colluding with colleagues (Yost et al, 1986). Other solutions may 
involve not working full-time with older adults, evaluating client progress and the 
therapist having insight into their own attitudes of aging and death (Yost and 
Corbishey, 1985).
Conclusion
Group therapy is therefore useful in addressing the developmental, interpersonal and 
intrapsychic needs of older adults (Weiss, 1994) in a number of different settings 
(Burnside, 1986 ; Weiss, 1994). Many group treatments for older adults appear to be 
efficacious as long as the client stays engaged in treatment for the prescribed period of 
time (Tross and Blum, 1988). The overall effects appear to be to raise an individuals 
ability to deal with emotions in a verbal manner, a reduction in anxiety and utilization 
of the present more than the past to sustain self-esteem (Lieberman and Gaurash, 
1979). The treatment offers the group as a collective, the opportunity for socializing, 
altruism and realizing the universality of age-related problems which contribute to 
normalizing the aging process (Weiss, 1994).
For some time the presence of older adults has been contrary to those principles 
valued in our society namely self-sufficiency, individualism and productivity. An 
important ethical question made by some has been that if the individual’s reality is an 
abysmal one made up of total dependency, incontinence, and vegetation, what is the 
point of reality orientation and facilitating their confrontation of the present (Berland 
and Poggi, 1979)? In this ethical debate of the exploration of therapeutic 
interventions and inparticular the use of group therapy one finds direction from this 
quote by Barnes (1974) :
“as long as we maintain a philosophy o f keeping the aged physically alive we should 
also strive to keep them mentally alive ” -p. 142.
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Socio-cultural attitudes may change, or need to change quickly as a ‘new breed’ of 
older adults appears as we enter the new century (Burnside, 1986) that are more 
educated, intellectually orientated, more sophisticated and more sensitive to exploring 
ideas in depth (Yost et al, 1986). They may not be the “Pepsi generation”, but they 
are the “joy of sex generation” (Kalson, 1982). Therefore there will be a greater 
voice of demand from the broad heterogeneity of their members and their increasing 
psychological needs. Planning, implementing, evaluating and researching of a diverse 
number of therapeutic interventions will be necessary of which the group format can 
play an important role (Ba, 1991 ; Boyd, 1991).
References
95
OA Essay
Abraham, K. (1949) The Applicability o f Psychoanalytic Treatment to Patients at an 
Advanced Age. Selected Papers of Psychoanalysis
Ba, G. (1991) Group Therapy with Elderly Patients. Psychotherapy Psychosomatics,
56, 157-161.
Baddeley, A.D. (1983) Your Memory : A User’s Guide. Harmondsworth : London.
Barnes, LA. (1974) Effects o f Reality Orientation Classroom on Memory Loss, 
Confusion and Disorientation in Geriatric Patients. Gerontologist, 11, 138-142.
Bates, M., Johnson, C. and Bloaker, K.E. (1982) Group Leadership : A Manual fo r  
Group Counseling Leaders (2nd Ed). Denver, CO : Love.
Beitman, B.D., Goldfried, M R. and Norcross, J. (1989) The Movement Toward 
integrating the Psychotherapies : An Overview. American Journal of Psychiatry,
146, 138-147.
Berland, D.I. and Poggi, I. (1979) Expressive Group Psychotherapy With The Aging. 
International Journal of Group Psychotherapy, 29, 87-108.
Bienenfeld, D. (1988) Group Psychotherapy with the Elderly in the State Hospital. In,
B.W.MacLennan, S.Saul and M B.Weiner (Eds.) Group Psychotherapies for the 
Elderly. Madison, CT : International University Press.
Boyd, R.D. (1991) Personal Transformations in Small Groups : A Jungian Perspective. 
Routledge : London.
Brink, T.L. (1986) Clinical Gerontology : A Guide to Assessment and Intervention. 
New York : Haworth.
96
OA Essay
Brodaty, H. and Anstey, K. (1994) The Treatment o f Depression in the Elderly. In, E. 
Chiv and D. Ames (Eds.) Functional Disorders of the Elderly. Cambridge University 
Press : Cambridge.
Burnside, I. (1986) Working with the Elderly : Group Process and Techniques. 
Wordsworth : California.
Burnside, I. (1970) Group Work with the Aged : Selected Literature. Gerontologist,
10, 241-246.
Cerella, J., Poon, L.W. and Williams, D M. (1980) Age and the Complexity 
Hypothesis. In, L.W.Poon (Ed.) Aging in the 1980’s : Psychological Issues. 
Washington, DC : American Psychological Association.
Gumming, E. and Henry, W. (1961) Growing Old. New York : Basic Books.
Deutsch, C.B. and Kramer, N. (1977) Outpatient Group Psychotherapy fo r  the Elderly 
: An Alternative to Institutionalization. Hospital and Community Psychiatry, 28, 
440-442.
Eisdorfer, C , Cohen, D. and Veith, R. (1980) The Psychopathology o f Aging. 
Kalamazoo, MI : Upjohn Pharmaceuticals.
Eisdorfer, C. and Friedel, R.O. (1977) Psychotherapeutic Drugs in Aging. In, 
M.Jarrick (Ed.) Psychopharmacology in the Practice of Medicine. New York : 
Appleton Century Crofts.
Emmerson, C. and Frampton, I. (\996) A Psychological Treatment Approach to 
Memory Problems. Clinical Psychology Forum, 97, 13-17.
Erickson, E.H. (1982) The Life-Cycle Completed. New York : Norton.
97
OA Essay
Finkel, S.I. (1991) Group Psychotherapy in Later Life. In, W.A. Myers (Ed.) (1991) 
New Techniques in the Psychotherapy o f Older Patients. American Psychiatric 
Press.
Ford, J.M. and Pfefferbaum, A. (1980) The Utility o f Brain Potentials in Determining 
Age-Related Changes in the Central Nervous System and Cognitive Functioning. In, 
L.W.Poon (Ed.) Aging in the 1980’s : Psychological Issues. Washington, DC : 
American Psychological Association.
Gallagher, D. and Thompson, L.W. (1982) Depression in the Elderly : A Behavioural
Treatment Manual Los Angeles : USC Press.
Haight, B.K. (1989) Life Review : A Methodfor Pastoral Counseling : Pt 1. The 
Journal of Religion and Aging, 5, 17-28.
Hanley, I. and Gilhooly, M. (Eds.) (1986) Psychological Therapies fo r  the Elderly. 
Croom Helm : London.
Hicks, R , Funkenstein, H.H., Dysken, M.W. and Davis, J.M. (1980) Geriatric 
Psychopharmacology. In, I.E. Birren and RB.Sloane (Eds.) Handbook of Mental 
Health and Aging. Englewood Cliffs, NJ : Prentice Hall.
Kalson, L. (1982) Group Therapy with the Aged. In, L. Seligman (Ed.) Group 
Psychotherapy and Counselling With Special Populations. University Park Press : 
Baltimore
Kaplan, H I. and Sadock, B.J. (1993) Pocket Handbook o f Psychiatric Drug 
Treatment. Williams and Wilkins : Baltimore.
Kaszniah, A.W. and Allender, J. (1985) The Psychological Assessment o f Depression 
in Older Adults. In, G.M.Chaisson-Stewart (Ed.) Depression in the Elderly : An
98
OA Essay
Interdisciplinary Approach. New York : John Wiley and Sons.
Knight, B. (1986) Psychotherapy with Older Adults. Beverley Hills : Sage.
Koder, D. (1992) The Use o f Cognitive Therapy as a Treatment o f Depression in the 
Elderly. Paper presented at the 4th World Congress in Behavioural Treatment : 
Queensland, Australia.
Kohlberg, L. (1964) Development o f Moral Character and Moral Ideology. In, 
M.L.Hoffinan and L.W.Hoffman (Ed.) Review of Child Developmental Research 
(Vol.l). New York : Russell Sage Foundation.
Kohut, L. (1977) The Restoration of the Self. Madison, CT : Internation University 
Press.
Lakin, M. (1988) Group Therapies With The Elderly : Issues and Prospects. In, B.W. 
MacLennan, S. Saul, and M B. Weiner, (Eds.) (1988) Group Psychotherapies 
fo r  the Elderly. Madison, CT : International Universities Press.
Leszcz, M. (1990) Towards an Integrated Model o f Group Psychotherapy with the 
Elderly. International Journal of Group Psychotherapy, 40, 379-397.
Lieberman, M.A., Yalom, I D. and Miles, M B. (1973) Encounter Groups : First 
Facts. New York : Basic Books.
Lothstein, L.M. (1988) Psychodynamic Group Therapy with the Active Elderly : A 
Preliminary Investigation. In, B.W.Maclennan, S.Saul and M B.Weiner (Eds.) 
Group Psychotherapies for the Elderly. Madison, CT : International Universities 
Press.
Lothstein, L.M. (1988) Psychodynamic Group Therapy Investigation. In,
99
OA Essay
B.W.MacLennan, S.Saul, M.B.Weiner and C.T.Madison (Eds.) Group 
Psychotherapies for the Elderly. International University Press : New York.
MacLennan, B.W., Saul, S. and Weiner, M.B. (Eds.) (1988) Group Psychotherapies 
fo r  the Elderly. Madison, CT : International Universities Press.
Marthei, R.J., Vitalo, R.L. and Ivey, A.E. (1982) The Effect o f Client Choice o f  
Therapist on Therapy Outcome. Community Mental Health Journal, 18, 220-229.
Matorin, S. and Zoubok, Z. (1988) Group Psychotherpy with Geriatric Outpatients :
A
Model fo r  Treatment and Training. In, B.W.MacLennan, S. Saul, M.B. Weiner and
C.T.Madison (Eds.) Group Psychotherapies for the Elderly. International University 
Press : New York
Matson, N. (1991) Coping With M ild Memory Problems for Older People. Exeter and 
District Community Health Service.
Moffatt, F., Mohr, C. and Ames, D. (1995)^4 Group Therapy Programme fo r  
Depressed and Anxious Elderly Inpatients. International Journal of Geriatric 
Psychiatry, 10, 37-40.
Morris, R. and Morris, L. (1991) Cognitive and Behavioural Approaches with the 
Depressed Elderly. International Journal of Geriatric Psychiatry, 6, 407-413.
Myers, W.A. (Ed.) (1991) New Techniques in the Psychotherapy o f Older Patients. 
American Psychiatric Press.
Parham, J.A., Priddy, M.J., McGovern, T.U. and Richman, C M. (1982) Group 
Psychotherapy with the Elderly : Problems and Prospects. Psychotherapy theory, 
research and practise, 19, 437-447.
100
OA Essay
Peake, T.H. and Philpot, C. (1991) Psychotherapy with Older Adults : Hopes and 
Fears. In, D.Peake, Clinical Supervisor, 1, 185-202.
Poulton, J.L. and Strassberg, D.S. (1986) The Therapeutic Use o f Reminiscence. This 
Journal, 36, 381-398.
Price, L.J., Fein, G. and Feinberg, I. (1980) Neuropsychological Assessment o f 
Cognitive Functions in the Elderly. In, L.W.Poon (Ed.) Aging in the 1980’s : 
Psychological Issues. Washington, DC : American Psychological Association.
Riley, K.P. and Carr, M. (1989) Group Psychotherapy with Older Adults : The Value 
o f an Expressive Approach. Psychotherapy, 26, 366-3 71.
Roberts, J. and Pine, M. (Ed.) (1991) The Practice o f Group Analysis. Routledge 
: London.
Romaniuk, M., McAuley, W.J. and Arling, G. (19^3) An Examination o f the 
Prevalence o f Mental Disorders Among the Elderly in the Community. Journal of 
Abnormal Psychology, 92, 458-467.
Rose, S.D. (1977) Group Therapy : A Behavioural Approach. Prentice Hall :
New Jersey.
Rush, A.J. (1983) Cognitive Therapy o f Depression. In, H.A.Akiskal (Ed.) The 
Psychiatric Clinics of North America. W.B Saunders : Philadelphia.
Rush, A.J. and Watkins, J.T. (1981) Group Versus Individual Cognitive Therapy : A 
Pilot Study. Cognitive Therapy Research, 5, 95-103.
Rybash, J.M., Hoyer, W.J. and Roodin, P. A. (1986) AM* Cognition and Aging :
101
OA Essay
Developmental Changes in Processing, Knowing and Thinking. New York :
Pergamon.
Safran, ID . (1984) Assessing the Cognitive Interpersonal Cycle. Cognitive Therapy 
and Research, 8, 332-348.
Schwartzman, G. (1984) The Use o f the Group as Self-Object. This Journal, 34, 229-242.
Seligman, M. (Ed.) (1982) Group Psychotherapy and Counselling With Special 
Populations. University Park Press : Baltimore.
Sherman, E. (1981) Counseling the Aging : An Integrative Approach. New York :
The Free Press.
Silver, A. (1950) Group Psychotherapy With Senile Psychotic Patients. Geriatrics, 5, 
147-150.
Slavson, S.R. (1951) Analytic Group Psychotherapy : Current Trends in Group
Psychotherapy. International Journal of Group Psychotherapy, 1, 9-18.
Stern, K., Smith, J.M. and Frank, M. (1953) Mechanisms o f Transference and 
Countertransference in Psychotherapy and Social Work With The Aged. Journal of 
Gerontology, 8, 328-332.
Strupp, H.H. and Binder, J.L. (1984) Psychotherapy in a New Key : A Guide to Time- 
Limited Dynamic Psychotherapy. New York : Basic Books.
Tasca, G.A., Russell, V. and Busby, K. (1994) Characteristics o f Patients Who 
Choose Between Two Types o f Group Psychotherapy. International Journal of 
Group Psychotherapy, 44, 499-508.
102
OA Essay
Tross, S. and Blum, J.E. (1988) A Review o f Group Therapy with the Older Adult : 
Practice and Research. In, B.W. MacLennan, S.Saul, M.B. Weiner and C.T.Madison 
(Eds.) Group Psychotherapies for the Elderly. International University Press : New 
York.
van der Kolk, A. (1983) Psychotherapy o f the Elderly : General Discussion : The 
Ideal Transference and Group Psychotherapy with Elderly Patients. Journal of 
Geriatric Psychiatry, 16, 99-102.
Weiner, M.B. and Weinstock, C.S. (1980) Group Process o f Community Elderly as 
Measured by Tape Recordings, Group Tempo and Group Evaluation. International 
Journal of Aging and Human Development, 10, 177-185.
Weiss, J.C. (1994) Group Therapy With Older Adults in Long-Term Care Settings 
: Research and Clinical Cautions and Recommendations. Journal of Specialists 
in Group Work, 19, 22-29.
Weiss, J.C. (1993) A Comparison o f Cognitive Group Therapy to Life Review Group 
Therapy with Older Adults. Dissertation Abstracts International, 54, 3 396A.
Wright, F. (199A) Men, Shame and Group Psychotherapy. Group, 18, 212-224.
Yalom, I D. (1985) The Theory and Practice o f Group Psychotherapy (3rd Ed).
Basic Books : USA.
Yost, E.B., Beutler, L.E., Corbishley, M.A and Allender, JR. (1986) Group Cognitive 
Therapy : A Treatment Approach fo r  Depressed Older Adults. Pergamon Press : 
New York.
Yost, E.B. and Corbishley, M.A. (1985) Group Therapy. In, G.M.Chaisson-Stewart 
(Ed.) Depression in the Elderly : An Interdisciplinary Approach. New York : John
103
Wiley and Sons
OA Essay
104
DM Essay
Dynamic models essay. Year 2 : Compare and contrast 
psychoanalytic and cognitive behavioural views as to the 
aetiology and treatment of depression. If possible, illustrate 
your essay with relevant clinical material in relation to 
depressd patients you have seen, and with the theoretical 
model used during therapy
Introduction
Depression is a dark and painful condition that is isolating yet prevalent across 
societies. Subsequently, extensive research of its aetiology and treatment has taken 
place and led to the acknowledgement of depression as a heterogeneous group of 
conditions (Schwartz and Schwartz, 1993 ; Hawton, Salkovskis, Kirk and Clark, 1995 
; Bateman and Holmes, 1996). Although a minority of cases have a clear cut origin in 
medical conditions (Boyd and Weissman, 1982; Blacker, 1996), most experts would 
endorse a diathesis-stress model of causation. Some factor is believed to predispose 
the individual to experience depressive symptoms, but this latent diathesis only leads to 
depression when a precipitating stress occurs. Psychological theories have as a result 
sought to explain (and treat) depression as a medically defined condition (Hughes, 
1997). However their contrasting formulations, applications and variable successes 
have raised concerns regarding the validity of depressions’ conceptualisation (Snaith, 
1993).
Psychoanalytic (PA) and cognitive-behavioural (CB) formulations and treatments of 
depression may use different terms and concepts, but share an impressive degree of 
agreement about various aspects (Blatt and Maroudas, 1992). PA and CB approaches 
are umbrella terms for a variety of recognised related theories and therapies which are 
referred to in this essay (Mahoney, 1974 ; Lazarus, 1981 ; Bateman and Holmes,
1996). The central finding of PA theory is that mental and emotional disturbances 
result from unconscious processes involving beliefs, fears and desires which influence 
behaviour. In depression, the individual perceives a major loss (external or not), or 
recognition of the dysfunctional nature of their life which is difficult to resolve due to
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its repressed existence (Freud, 1957 ; White and Watt, 1981 ; Pedder, 1982). PA 
therapies attempt to not focus on producing symptomatic and behavioural change 
directly, but on establishing a therapeutic relationship as the central core of therapy 
where emotionally charged material is revealed, explored and processed in the 
treatment of depression (Brown and Pedder, 1991). In contrast CB theorists and 
therapists have disagreed with the importance of unconscious processes, presenting 
depression as an emotional disorder happening in the ‘here and now’ dysfunctional 
cognitive processes of the individual (Mahoney, 1974 ; Abramson, Seligman and 
Teasdale, 1978 ; Rehm, 1982). These cognitive errors may have arisen in early 
childhood, and lead to susceptibility to depression in the face of stress (Ellis, 1973 ; 
Meichenbaum, 1977 ; Beck, 1976). A negative view of the world, self and future is 
then created (Beck, 1963 ; 1976) and a vicious cycle of negative automatic thoughts 
and deep feelings of depression can develop (Mondimore, 1993). CB therapy attempts 
to change the negative patterns of thought by a problem-focused, time-limited 
approach (Lewinsohn, Sullivan and Crosscup, 1982 ; Dryden and Golden, 1987). 
Enthusiasm for psychotherapies in the treatment of depression has led to increased 
impetus for collaborative research, accepting limitations and developing similar aspects 
of theory and therapy that work for clients (Weissman, Klerman, Solomskas and 
Padian, 1981 ; Murphy, Simons, Wetzel and Eustman, 1984 ; Dobson, 1989).
This essay will explore firstly aetiology and then treatment approaches of PA and CB 
traditions noting for each : descriptive qualitative aspects ; classification of types and 
quantitative outcomes ; contributions to further development of theory and therapy. It 
is argued that recognition of differences and limitations are important, but collaboration 
is significant in understanding depression and for providing directions of future 
treatments. This change should create increased respect of the individuals experience 
of depression, that has a logic of its own, is worthy of being understood on its own 
terms and managed most efficiently (Herlich and Pierret, 1985 ; Blatt and Maroudas, 
1992).
106
DM Essay
The Aetiology of Depression
PA and CB theories of depression are to be examined on three distinct levels : the 
qualitative classification of the experience of depression ; the classification of 
individuals reporting depression ; development as formal testable hypotheses.
The Qualitative Classification of the Experience of Depression 
Firstly then, PA and CB theoretical formulations have an impressive degree of 
agreement about the two prevalent types of depression which result from : object loss ; 
a discrepancy between real and ideal self (Arieti and Bemporad, 1978 ; Blatt, Quinlan, 
Chevron et al, 1982 ; Beck, 1983). In PA theories it is the unconscious conflicts, 
defences and their roles in interpersonal relationships from childhood to adulthood that 
contribute to the formation of the personality styles seen in the two types of depression 
(Blatt and Shichman, 1983 ; Bowlby, 1988a ; Arieti and Bemporad, 1980)1. These 
theories focus on loss, overdependence on external approval and internalisation of 
anger (Bateman and Holmes, 1996). CB theorists agree on the importance of 
perceived withdrawal of parental love as a cause of vulnerability to depression in later 
life via development of patterns of thinking and interpreting events that influence 
personality (Blatt and Homann, 1992 ; Bowlby, 1988a), dysfunctional schemas (Alloy, 
1988 ; Beck, 1985) and origins of belief systems (Guidare and Liotti, 1983 ; Bowers 
and Meichenbaum, 1984). However there is disagreement between PA and CB 
theorists as to the degree of importance of parenting, the various predictions of the 
type of depression resulting from parenting style and whether the effect is on the 
content or structure of cognition’s in depression (Arieti and Bemporad, 1980 : Bowlby, 
1988b ; Blatt, 1991 ; Hawton et al, 1995). More importantly CB theorists believe the 
two subtypes can be differentiated in terms of the conscious contemporary behaviour 
and experience of the individual (Beck, 1983 ; Wessler, 1987), but these cognition’s 
remain viewed as the clown of the unconscious by PA theorists (Freud, 1957). This 
difference is significant to the theoretical implications of the PA and CB approaches 
and translation into treatment plans.
The Clasification of Individuals Reporting Depression
Secondly, PA and CB theories share some agreement on the classification of two 
distinct types of depressed client : those ‘dependent’ on interpersonal relationships
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(type A) ; those preoccupied with achievement and self-worth (type B) (Dryden and 
Golden, 1987 ; Bateman and Holmes, 1996). The former group is typified by an 
excessive clinging and feelings of loneliness and of feeling unloved and unwanted. An 
example from my case load of ‘type A’ from a PA perspective :
A female client with a learning disability, fe lt extremely hostile toward her keyworker 
who had been providing less care for no apparent reason. The anger aroused anxiety 
in herself so she used the defence mechanism ofprojection to internalise her feelings. 
Anger is seen as a particularly negative emotion to admit to or express fo r  people who 
have learning disabilities (Sinason, 1986, 1991 ; Bates, 1992). She was then not 
angry, rather others were angry at her fo r  good reason, rejecting her due to her own
unlovable sense o f self.
The latter type of depressed clients tend to be highly self-critical and preoccupied with 
feelings of worthlessness, failure and guilt. An example of this from a CB perspective :
A young male adult who approached life dominated by the schema “You can achieve 
anything i f  you work hard enough ”, presented with depression. Although true 
sometimes, this schema did not help him when higher targets were set in his job. As 
his efforts met with no success he blamed himself as being lazy, worthless and 
ineffective, which developed into a deeper depression. This lead him to experience 
negative automatic thoughts o f “I  can’t do anything right” i f  he had a problem, 
berating himself fo r  every failure and never taking credit or note o f his successes.
However there are differences between PA and CB theories of depression regarding 
description of these clients, their related traits and stability of their symptoms. At the 
descriptive level PA theorists argue whether ‘type B’ remains relatively isolated (Blatt, 
1991 ; Bowlby, 1988), whether these clients desperately search for satisfying 
interpersonal relationships (Arieti and Bemporad, 1980) or whether, as CB theorists 
argue, they rely on others solely for their judgement (Beck, 1967). The prevalence of 
specific personality traits such as guilt and insight is argued to be variable for with each 
type of depressed client (Blatt, 1991 : Beck, 1967) as is the stability of their
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characteristics. PA and CB theorists agree that the two types of clients experiencing 
depression have stable personalities, but CB theorists believe that the individuals ability 
to report them depends on their mood state relating to present life events (Barrett and 
Gotlib, 1988 ; Persons and Miranda, 1992). These disagreements concerning 
distinctions of the two personality types of clients experiencing depression, raise the 
question as to how valuable and valid these are in practice or research (Hirschfeld, 
Klerman, Chodoff et al, 1976 ; Hirschfeld, Klerman, Gough et al, 1977 ; Blatt and 
Maroudas, 1992) which may be preventing attention toward the presence of mixed 
types or possibly different types of clients (Blatt et al, 1982 ; Blatt and Maroudas,
1992).
Development as Formal Testable Hypotheses
Lastly is the comparison of PA and CB theories as coherent sets of formal expressions 
that establish a complete and consistent characterisation of depression with 
explanations for all attendant facts and empirical data. While PA theory explains much 
of the depression symptomatology that is presented, it is argued to be unscientific 
speculation and untestable metaphor due to the ambiguous concepts that are difficult to 
define or measure (Grunbaum, 1984). Opposing behaviour can be said to be because of 
the same underlying motive and therefore difficult to confirm the presence or absence 
of motive, or make predictions that can be empirically verified (Williams, 1984)2. PA 
theorists also emphasise the past and risk ignoring contemporary evidence of socio­
cultural variables, such as gender roles and socio-economic status, that help shape the 
human experience and behaviour (Brown and Harris, 1978 ; Chodorow, 1989 ; Billings 
and Moos, 1985). However a search for a scientific basis of the psychoanalytic theory 
of depression may be inherently misguided as instead it can be seen as a linguistic 
discipline concerned with meaning and interpretation, rather than mechanism and 
explanation (Home, 1966 ; Rycroft, 1985) which has greatly impacted our culture 
(Silverman and Weinberger, 1985). Therefore it is not whether psychoanalytic 
constructions respond to reality, but rather whether they are internally consistent and 
satisfying (Habermas, 1968 ; Spence, 1982). CB theory is however largely based on 
empirically observable behaviour and is historically positivistic. However cognitivists 
verge on advocating that they offer some degree of autonomy from the causal stream in 
implying a degree o f ‘free-will’(Latimer and Sweet, 1984) which is theoretically
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incompatible with the basic deterministic philosophy of behaviourism (Wolpe, 1978). 
CB theory is then evolutionary, not revolutionary development in the treatment of 
depression (Kuhn, 1970). The debate over primacy of affect or cognition is hampered 
by definitions of what ‘is cognitive’ and what is not (Plutchik, 1985). Although a 
concurrent nature of cognitions and depressive affect has been shown (Teasdale and 
Spencer, 1984 ; Mathews and Bradley, 1983), there is little evidence that these 
cognitions are irrational (Alloy and Abramson, 1979 ; 1982 ; Lewinsohn et al, 1980 ; 
Kuiper and Macdonald, 1982 ; Layne, 1983), patently false or that they precede the 
onset of a depressive state (Beidel and Turner, 1986 ; Taylor and Brown, 1988)3. 
Evidence for an aetiological role for cognitions in depression is still equivocal 
(Lewinsohn, Steinmetz et al, 1981 ; Coyne and Gotlieb, 1983), but they can act to 
trigger, enhance and maintain some symptoms (Williams, 1992) which may be an ideal 
point of intervention (Hawton et al, 1995).
PA and CB theories therefore present similar descriptions of the experience of 
depression
and the importance of early life experiences in the development of depression 
(Arkowitz and Hannah, 1989) but while PA theory assumes that humans are passively 
driven by internal or external forces, CB theory assumes that humans are processors of 
information and decision makers in their own lives. The move to a convergence of 
theories may involve acceptance of some limitations, but promote what each theory 
contributes to improve acknowledgement of the experience for the individual (Blatt 
and Maroundas, 1992). Theories of depression should then include provision of a 
personalised treatment plan and allow for further academic or practical application 
development.
The Treatment of Depression
Treatments for depression can be assessed in three areas : the qualitative experience for 
therapist and client ; the quantitative degree of outcome ; possibility for further 
development.
The Qualitative Experience for Therapist and Client
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The relationship between therapist and client has been recognised as one of the most 
important factors leading to therapeutic change (Gaston, 1990 ; Raue, Castonguay and 
Goldfried, 1993). In PA psychotherapy the therapist-client relationship is the central 
core of therapy in which the client feels safe enough to reveal and explore emotionally 
charged material through methods of free association, rich interpretation and 
transference (Mondimore, 1993)4. A clinical example is :
A middle-aged woman experiencing depression after the initial 'honeymoonperiod’ o f  
regular attendance arrived late fo r  sessions and became increasingly morose and 
withdrawn. I  sought to explore what was happening in the relationship, but met anger 
and hostility which I  tried to accept without rebuff or recrimination. This encouraged 
her to explore why she fe lt this way since childhood5. Lately when she fe lt depressed 
she experienced a powerful conviction that she had not really achieved in her life and 
was undeserving o f others attention. She then became withdrawn and angry at my 
constant attention, particularly as she had warm and positive feelings towards me. 
Her defence against her feelings was to withdraw, but when I  would not let her, she 
experienced powerful feelings o f anger and hostility (transference as toward her 
parents). This was a turning point in the therapy, to examine the past differently and 
to feel valued as a confident unique person.
The therapist is then a significant and dependable, not dominant other (Arieti and 
Bemporad, 1978) but a contrast to the collaborative team approach of an equal 
relationship found within the problem-solving therapeutic relationship of CB therapy. 
CB therapy may be more effective using inductive methods so that clients learn to view 
thoughts and beliefs as hypotheses whose validity is open to testing, and recognise that 
distorting incoming information is not in itself abnormal (Nisbett and Ross, 1980 ; 
Hollon and Kriss, 1984). This educative and rational based approach gives control to 
the client so that they can experience some control (Seligman, 1975 ; Frankl, 1965) and 
attribute some improvement to the self which is important to attrition, non-compliance 
and overall effectiveness (Zeiss, Lewinsohn and Munoz, 1979). An example of this 
therapeutic relationship is :
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An older adult woman, bereaved by her husband over a year ago, presented with 
depression, spending most o f her day in bed and performing less o f the tasks she used 
to enjoy in the home. She was frequently tearful and reproached herselffor her 
inadequacy. The first stage o f therapy involved making a detailed record o f her 
activities and selecting tasks with her that she could easily master again. These tasks 
were built up over a couple o f weeks and she was taught how to attend, monitor and 
challenge her negative thinking such as (T am hopeless, I  can't do anything right”. 
The accuracy o f these thoughts were challenged by finding things that she had done 
correctly to encourage a realistic appraisal o f self. The second stage involved helping 
her fin d  a way o f countering the thoughts, by distraction and then directly 
challenging. Therefore she learnt that she could in fact achieve many tasks provided 
they were small scale. In the coming third stage we are going to examine some o f her 
basic assumptions and beliefs. She appears as a perfectionist with high standards fo r  
herself which may be quite entrenched and o f which she assumes others have fo r  
themselves also. Hopefully we can examine some o f these extreme beliefs and find  
alternative ways o f her seeing herself and the world.
It is however argued that CB therapy is not concerned with clients emotions but just 
wants to change beliefs, examining how a client misinterprets reality and not why 
(Bandura, 1977). CB therapy claims to work to teach clients through Socratic 
dialogue, how to apply methods of science to their beliefs on factors maintaining 
depression rather than their origin. However the experience of depression can be seen 
to have a purpose and it is questionable to what extent it should be denied and clients 
told how to feel / act (Beidal and Turner, 1986). If the root causes and personological 
account of the experience are lost this may affect compliance to treatment and its 
effectiveness (Teasdale, 1993). What may be more important in treatment are, whether 
within the therapeutic relationship the client is provided with new corrective 
experiences ; receives direct feedback ; is induced with an expectation that therapy will 
help them ; and provided with repeated opportunities to test reality (Goldfried, 1980). 
Changes in CB therapy by noting the interpersonal dimensions of the therapeutic 
relationship (Rush, 1986) signify increasing convergence with PA therapies particularly
112
DM Essay
in short term treatments (Klerman and Weissman, 1984 ; Elkin et al, 1989) which may 
provide greater motivation and immediate change in symptoms (Reid and Shyne,
1969).
The Quantitative Degree of Outcome
Outcome can be assessed in regard to short term, long term or number recurrent 
episodes of varying levels of symptomatology. There appear to be no controlled or 
truly comparative studies of PA treatment of depression, with a few regarding short 
term therapy (Jarrett and Rush, 1994) or long term treatments (Bemporad, 1985), but 
most outcome accounts as clinical case studies (Jacobson, 1971). In some studies PA 
has been shown to be as effective as CB therapies (Klerman and Weissman, 1984 ; 
Thompson et al, 1987 ; Elkin et al, 1989 ; Rose and DelMaestroc, 1990), although 
some metaanalysis of studies has shown it to be weaker regarding outcome (Svartberg 
and Stiles, 1991). There are some populations for which it has not been shown to be 
effective such as acute conditions (Brown and Pedder, 1991), but this is also true of 
CB therapies as the areas have possibly not yet been intensively researched (Blackburn, 
Bishops, Glen et al, 1981 ; Kovacs, Rush et al, 1981 ; Beck, Hollon, Young et al,
1985). In contrast to PA therapies, CB treatments have been more heavily researched 
regarding outcome for depression (Hollon and Najavits, 1988), showing higher efficacy 
rates and protection against return of symptoms following termination of treatments 
(Hollon and Beck, 1986 ; Robsinson et al, 1990). However it is argued that easing of 
depression by CB therapy is more a change of behaviour than cognitions (Beidel and 
Turner, 1986) and often only symptomatic improvement (Schwartz and Schwartz,
1993). CB therapists themselves have voiced caution in the ‘hard application’ of their 
techniques and principles (Hollon and Beck, 1994 ; Jacobson and Hollon, 1996). 
Possibility for Further Development
Lastly it is important to note possible development of psychotherapies in improving 
their effectiveness and increasing the number of clients that can benefit from their use. 
PA therapy has developed into multiple different orientations making it difficult to 
translate concepts into standardised manuals for treatment (Hawton et al, 1995) and 
further developmental research (Bateman and Holmes, 1996). Several contemporary 
developments have changed the scientific status of PA such as developmental 
psychology making the distinction between narrative and historical truth less clear cut
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(Holmes, 1994 ; Fonagy, Steele, Steele et al, 1995) and that empathy and attunement in 
infancy lead to secure attachment (Shane and Shane, 1986 ; Holmes, 1993). In 
contrast the concreteness of CB therapy has helped researchers in designing and 
carrying out prolific and sound empirical research. Although some theorists argue that 
it is no different to traditional behavioural therapies (Latimer and Sweet, 1984 ; 
Ledwidge, 1978), others claim that it is unique (Schwartz, 1982). An overall research 
emphasis on outcome research has been greater than consideration of factors operating 
prior to treatment (Wilson, 1990). This may include non-specific or common factors 
to all therapies (Banken and Wilson, 1992) which are frequently only mentioned post- 
hoc in comparative studies (Zeiss et al, 1979 ; Frank, 1982 ; Simons et al, 1995)6.
As PA and CB modes of treatment for depression produce similar results (Wilson et al, 
1983 ; Imber et al, 1990), but have differing relapse rates for certain populations it is 
indicative that something is not being picked up from the client (Robinson et al, 1990) 
or that measures are used wrongly (Teasdale, 1993). A rationale for the use of PA or 
CB with particular clients may then promote more accuracy in the treatment of each 
individuals depression (Elkin et al, 1989 ; Banken and Wilson, 1992), and broaden the 
use of these therapeutic techniques.
Conclusion
PA and CB are ranked as equal major theoretical frameworks in understanding the 
aetiology of depression, and a philosophical pluralism may be all we can hope for 
(Smith, 1982 ; Rorty, 1989). However although cause-effect principles are more 
difficult to study
than in the physical sciences, they may be falsifiable and important to help distinguish 
between narratives (Grunbaum, 1984 ; Cavell, 1994 ; Bateman and Holmes, 1996). 
Therefore although an eclectic orientation may be flexible and useful in understanding 
depression, it should not reduce the depth and meaning we as clinical psychologists 
have of each individuals experience (Marzillier and Hall, 1992 ; Hughes, 1997). 
Psychoanalytic and cognitive-behavioural approaches to depression are very different in 
theory, but these differences relate only loosely to therapeutic practice.
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PA and CB are ranked as near equal major therapeutic treatments for depression, just 
behind eclecticism (Smith, 1982 ; Blatt and Maroundas, 1992). The cost effectiveness 
of the longer term PA approach may be challenged by shorter-term CB approaches and 
pharmacotherapy (Weissman, 1994). However cost does not just include national 
accounts from insurers and NHS trusts, but also indirect costs of decreased work 
productivity, family burden and personal emotional distress that are significant if 
treatments do not work in resolving origins of depression (Persons et al, 1996).
Critical analysis however indicates a need for a change in client status, with increased 
theoretical egalitarianism, sharing of information and negotiation of reality for effective 
treatment and management of depression (Szasz and Hollenden, 1975). Unless the 
approach to the origins, process and experience of the individuals’ experience of 
mental illness is improved, depression will remain a prevalent and distressing 
experience with high economic and emotional costs.
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Appendix
1. Indeed some studies do indicate that people who are prone to depression are more 
likely to have lost a parent in early life (Brown and Harris, 1978 ; Roy, 1981 ; Barnes 
and Pro sen, 1985). For some reason the individual’s needs for affection and care were 
not satisfied in childhood. Therefore a loss in later life causes the individual to regress 
to his / her helpless, dependent state when the original loss occurred. Part of the 
depressed persons behaviour therefore represents a cry for love, a display of 
hopelessness and an appeal for affection and security (White and Watt, 1981). 
Psychoanalytic theory suggests that the depressed person’s low self-esteem and 
feelings of worthlessness stem from a childlike need for parental approval. A small 
child’s self-esteem depends on the approval and affection of the parents. However as a 
person matures, feelings of worth also should be derived from the individual’s sense of 
her own accomplishments and effectiveness. The self-esteem of persons prone to 
depression depends primarily on external sources : the approval and support of others. 
When these supports fail, the individual may be thrown into a state of depression that 
may be cyclical.
2. Parental loss (through death or separation) is also found in the case histories of 
people who suffer from other mental disorders and most people who suffer such a loss 
do not develop emotional problems (Tennant, Smith, Bebbington and Hurry, 1981). 
Similar depressive character traits have also been identified in the parents of depressed 
individuals which indicates that social learning and genetic inheritance may have greater 
significance in the aetiology of depression.
3. Evidence for deviant processing of information were found by Hollon and Beck 
(1979) indicating that depressives : attribute negative outcome to internal factors such 
as personal incompetence (Klein et al, 1976 ; Abramson et al, 1978) ; perceive less 
personal control over outcome (Alloy and Abramson, 1979) ; and underestimate the 
amount of reinforcement received relative to non-depressives (DeMonbreum and 
Craighead, 1977 ; Nelson and Craighead, 1977). However other studies have shown 
that depressive subjects perceive the situation more accurately than non-depressive
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individuals (Alloy and Abramson, 1979, 1982 ; Lewinsohn et al, 1980 ; Kuiper and 
Macdonald, 1982 ; Layne, 1983).
4. The basic therapeutic strategies for the treatment of depression are : mobilising 
aggression ; working through unmourned losses ; externalising and understanding 
internal sado-masochistic patterns in transference ; neutralising excessive superego 
demands and providing a secure base that is neither clung to nor shunned (Bateman 
and Holmes, 1995).
5. Personal History : She described feeling that since childhood her sister was favoured 
by her parents and she felt neglected. She was acknowledged to be quite intelligent 
like her sister. However unlike her sister, who had excelled at school and finally 
become a lawyer, she rebelled and left school instead of attending university as her 
parents had wanted. She entered the nursing profession as a way to provide others 
with the care, consideration and nurturing that she felt she had lacked. She entered a 
warm and loving marriage, immersing herself in the upbringing of their two children.
6. Individual client characteristics such as expectations of imporvement, acceptance of 
therapeutic rationale or quality of therapuetic relationship have been shown to increaes 
the effectiveness of treatments, decrease attrition and improve compliance (Bornstein 
et al, 1987 ; Wilson and Flammang, 1990 ; Wilson and Wilson, 1991).
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Summary of the Clinical Section
This section contains a summary and the contract for each of the four core clinical 
placements, as well as the two specialist placements completed in the final year. There 
is also a summary of the five clinical case reports selected for this portfolio which are 
submitted in full in the confidential clinical portfolio. The case reports have been 
chosen to reflect the variety of clinical work and models of working across the 
placements. Those selected include a neuropsychological assessment of an adult, 
psychotherapeutic work with a woman with Downs syndrome, assessment of 
communications and cognitive functioning of a man with autism and cognitive- 
behavioural work for chronic pain. For the purpose of confidentiality the names 
referred to in this section report are fictitious.
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Adult Mental Health Core Placement Summary
Placement location : Godalming Community Mental Health Team, 41 Binscombe
Lane, Farncombe, Godalming, Surrey, GU7-3PP.
The Ridgewood Center,
This placement involved two different locations and methods of working. At the 
community mental health center supervision was shared between Ann Adair and Clare 
McNally. Here the methods of working included assessment measures of clinical 
interviews and psychometry. The models of therapy included cognitive therapy, 
behavioural therapy, social skills training, personal contstruct therapy and 
psychodynamic therapy. At this center, I worked with 7 clients who presented with a 
range of issues including : depression ; anxiety ; eating disorders ; psycho-sexual 
disorders ; simple phobias ; difficulty managing anger ; complicated grief ; generalized 
anxiety. At the second location of a hospital base supervision was with Christa Rhodes. 
At this hospital, I worked with 2 clients who presented for full neuropsychological 
assessment regarding Korsakoff syndrome and a learning disability. All clients except 
one were seen on an outpatient basis in the center or hospital. All work was performed 
solo or directly observed by supervisor. Special activities on placement included 
attending a family therapy unit for observation, co-facilitating an anxiety management 
workshop, co-facilitating a carers group (family or friends of the long term mentally 
ill), co-facilitating leisure group activities with the long term mentally ill and 
presentation of a clinical case to the team.
Dates :
District :
Supervisors :
Heathlands NHS Trust 
06.10.95 -29.03.96
Ann Adair, Clare McNally and Christa Rhodes
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Adult Mental Health Placement Contract
A) OVERALL AIMS 
RANGE OF CLIENT WORK
1. Clinical Problems
-Essential to cover clinical problems via independent client work : anxiety ; depression ; 
adjustment and adaptation difïiculties/bereavement/loss.
-Problems to be covered within 3 year training, not necessarily in Adult placement : 
obsessive compulsive disorders ; eating disorders ; survivors of 
physical/emotional/sexual abuse ; substance misuse.
-Desirable areas to be covered in 3 year training, not necessarily in adult placement : 
somatic complaints ; social skills/assertiveness/anger management ; suicidal and 
parasuicidal clients ; personality disorders ; compulsive/addictive problems/offending 
behaviour ; disability issues.
2. Cognitive Assessments
-Observation of a clinical psychologist carrying-out a psychometric assessment. 
-Trainee conducts a psychometric assessment observed by a clinical psychologist. 
-Trainee undertakes at least one additional psychometric assessment independently
i.e.WAIS-R, WMS-R, NART.
3. Clients with longer term mental health problems
-Observation and some direct experience in acute and rehabilitation settings.
-Trainee involved in assessment and some form of psychological intervention. 
REQUIRED EXPERIENCE WITH CLIENT GROUP
Age :-At least 1 client from late adolescence/young adulthood, middle age and later 
ages up to 65 years.
Sex :-Mix of male and female clients seen.
Ethnic/Cultural Issues :-Some level of contact with at least 1 client from a different 
cultural and/or ethnic background.
Settings :-Work in as wide range of settings including non-NHS i.e.social services and 
voluntary agencies.
B! OBJECTIVES / OUTCOME COMPETENCIES
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To be in agreement with competencies in ‘adult placement guidelines’, to be found in 
University of Surrey, PsychD in Clinical Psychology, Course 24, Regulations and 
Coursebook 1995/6 (see attached).
C) METHODS TO ACHIEVE AIMS
1. Interdisciplinary Work
-Departmental meetings held weekly on Tuesdays 10.00am at Godalming Community 
Mental Health Centre.
-Heathlands Trust Psychology meetings held at Ridgewood.
-Inpatient wardrounds on Wednesdays 2.00pm at Brookwood hospital.
-Observing family therapy and substance-abuse teams.
2. Client Contact
-Independent client caseload 6-8 or maximum of 10 in number.
-Group work : carers support, self-esteem, relaxation, social support.
-Workshops : anxiety management, assertiveness, anger management.
3. Method of Learning
-Observation of and by supervisor proceeding to independent work as seen 
appropriate.
P I PARAMETERS
-Supervision : One hour weekly with each supervisor.
-Time : Three full (9-5.30) workdays each week.
-Annual leave : Twelve and a half days before 29.3.96.
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Adult Mental Health Case Report Summary : A 
Neuropsychological Assessment of Korsakoff’s Syndrome
Referral and Presenting Problem : A 69 year old man, Bob (pseudonym), was 
referred for formal neuropsychometric testing regarding suspected dementia.
Initial Assessment : Bob was unclear of his difficulties, had poor autobiographical 
memory and appeared distressed at his forgetfulness. He had been an amateur boxing 
when in the merchant navy, often drinking heavily, later being in the army and spending 
most of his working life on construction sites. His estimated pre-morbid IQ on the 
National Adult Reading Test (NART) was 107, but on the Wechsler Adult Intelligence 
Scale-Revised Version (WAIS-R) his verbal IQ was 72, performance IQ 64 and full 
scale IQ 67.
Initial Formulation : Pre-morbidly Bob may have functioned in the “average” range, 
but his present level on the WAIS-R was in the “mentally retarded” range. In view of 
his performance and history, preliminary diagnosis was consistent with chronic amnesic 
syndrome of the Korsakoff type.
Action plan and Implementation : Further assessment included : Logical Memory 
and the Visual Reproduction sub-tests of the Wechsler Memory Scale Revised Version 
(WMS-R) ; Kendrick Battery for the Detection of Dementia ; informal writing and 
drawing tests ; interview with his wife.
What was achieved : Results included marked memory deficit, significant 
confabulation and perseveration, with reduced psychomotor speed, but some 
mnemonic abilities were retained. Bobs’ wife confirmed significant confabulation in his 
previous interview.
Reformulation : Korsakoff Syndrome was diagnosed, attendance at a day centre 
initiated for Bob and access to a carers Group for his wife. A review of the work is 
included.
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Learning Disabilities Core Placement Summary
Placement location : Psychology Department, Graylingwell Hospital, College Lane,
Chichester, West Sussex, P019-4PQ.
District : Chichester Priority Care NHS Trust
Dates : 17.04.96-20.09.96
Supervisors : Annabel Poate-Joyner
This placement involved working in the hospital department and a variety of 
community bases. The methods of working included assessment measures of clinical 
interviews, observation, psychometry, evaluation of systems and neuropsychology. The 
models of therapy included psychotherapy, behavioural therapy, systemic intervention. 
I worked with 9 clients who presented with mild to severe learning disabilities and a 
range of issues including : depression ; issues of resettlement ; eating disorders ; 
obsessions ; schizophrenia ; epilepsy ; survivor of childhood sexual abuse ; aggressive 
behaviour ; generalized anxiety ; complicated grief. All work was performed solo or 
directly observed by supervisor. Special activities on placement included co-facilitating 
a group about health issues, co-facilitating a social skills and sexuality group for 
women, active involvement of a resettlement programme and involvement in the 
redesign of an IPP system..
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Learning Disabilities Placement Contract
A) REQUIRED EXPERIENCE WITH CLIENT GROUP
-At least one client from each of the following life stages : adolescence ; young 
adulthood ; middle age ; older people. Emphasis should be given to the life cycle and 
stages of development and not so much on chronological age for this client group.
-A mix of male and female clients.
-Some level of clinical contact to be had with at least one client from a different 
cultural and / or ethnic background.
-Clients to eb from each level of severity : mild ; moderate ; severe ; profound / 
multiple handicap.
B) OBJECTIVES / OUTCOME COMPETENCIES
To be in agreement with competencies in ‘Learning Disabilities Placement Guidelines’, 
to be found in University of Surrey, PsychD in Clinical Psychology, Course 24, 
Regulations and Coursebook 1995/6, ppl45-149 (see attached).
C) METHODS TO ACHIEVE AIMS
1. Interdisciplinary Work
-Attend the monthly psychology departmental meetings.
-Attend the Client Issues meetings (? regularity).
-Attend the resettlement meetings monthly.
2. Client Contact
-To have a maximum of 10 clients, with 5-6 ongoing clients at anytime. Group and 
assessment work is to be taken into account here.
-Group work : Womens group with Rachel.
3. Method of Learning
-Observation of and by supervisor as appropriate.
-Independent client work, discussing result of previous and oncoming session with 
supervisor.
-Workshops to be attended : Multi-Agency Child Protection Training Day etc.
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D) PARAMETERS
-Two hours supervision each week.
-Time : 9-5pm for two and a half days each week.
-Half a day each week to be for study time, to be taken as a whole day every other 
week.
-Annual leave : Twelve and a half days, plus five days carried over from previous 
placement, to be taken before 20.9.96.
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People with Learning Disabilities Case Report 1 Summary : 
Psychotherapeutic and systemic therapy with an eating 
disorder
Referral and presenting problem : Anne (pseudonym), a 38 year old single woman 
with Down’s syndrome (moderate learning disability) was referred to the community 
team regarding binge-eating, depression, verbally and physically aggressive behaviour.
Initial assessment : Anne was noted to : binge eat and purge in relation to mood ; be 
irritable, “cheesed-off”, feeling sad and sleeping badly ; screaming, thumping doors and 
hitting. These episodes were related to events in close relationships such as her 
keyworker and three consecutive intimate relationships being ended by staff 
involvement.
Initial formulation : Anne appeared to have a difficulty identifying and regulating her 
feelings, and discriminating between emotions and bodily sensations. Therefore she 
appears to utilize her body or action, to self-defme, regulate or express herself.
Plan of action and implementation : Empathie acknowledgment and support in 
labelling negative emotions was planned using picture charts and identifying cues. 
Methods of self-expression with a staff member were sought at difficult times for Anne, 
to reduce escalation of feelings and help her cope with these.
What was achieved : Reduction in depressive symptoms was reported by Anne and 
the support staff. Interactions with the staff including Anne and myself led to a change 
in keyworker. Her previous keyworker acknowledged a personal need for therapy for 
depression. Emotional tension was reduced earlier reducing risk of bingeing or verbal / 
physical violence.
Reformulation : Anne was encouraged and supported to experience, examine and own 
her feelings. Review of work is included.
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People with Learning Disabilities Case Report 2 Summary : An 
assessment of communication abilities and general 
functioning regarding resettlement
Referral and presenting problem : John (pseudonym), a 41 year old man with Fragile 
X Syndrome and Autistic traits, was referred for full assessment of communication 
abilities and general functioning in preparation for his resettlement into the community 
from an inpatient unit.
Initial assessment : Review of notes, talks with the keyworker and behavoural 
observation revealed a history of physical abuse in childhood and a series of losses in 
personal relationships. He also expressed challenging behaviour including physical 
assault, screaming and destruction of property such as shattering reinforced glass or 
banging his fists through reinforced secure doors.
Initial formulation : Limited communication skills were noted in comprehension and 
expression. Rigidity of behaviours is also an issue for John. Johns’ father appears to 
have had difficulty managing his behaviour and feeling isolated with this resulting in 
suspected prolonged physical abuse in attempts to control John.
Action plan and implementation : Full assessment of speech, language and cognitive 
functioning was planned to promote improved communications and awareness of 
Johns’ abilities. Assessment involved myself and a male member of staff known to 
John. Attention was given to maintain self-esteem and sense of accomplishment.
What was achieved : On the Leiter, John achieved an IQ of 42 and a scored mental 
age of 5 years and 6 months indicative of a moderate leraning disability. Exceptional 
ability with bright colours was noted. Comprehension and expression limitations noted 
as well as personal strengths.
Reformulation : Differentiated diagnosis and information for intervention / 
evaluation. Practical implications for staff and review included in report.
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Child and Adolescent Core Placement Summary
Placement location : Cotswold House, Sutton Hospital, Cotswold Road, Sutton,
Surrey, SM2-5NF.
District : St.Helier NHS Trust
Dates : 25.09.96-21.03.97
Supervisors : Frances Goodhart
This placement involved working in a child and family outpatient setting. The methods 
of working included assessment measures of clinical interviews, observation, ABC 
diary, time lines, genograms and psychometry. The models of therapy included 
cognitive therapy, behavioural therapy, systemic therapy, social skills training and 
family therapy. At this center, I worked with 8 clients who presented with a range of 
issues including : feeding difficulties ; panic attacks ; complicated bereavement ; 
developmental delay ; non-compliance ; health issues ; sleeping difficulties ; poor 
attachment ; depression ; psychosomatic symptoms ; bullying. All work was performed 
solo or directly observed by supervisor. Special activities on placement included 
observation of group work for young people with Sickle Cell disease, observing a 
support group for parents of children with Cystic Fibrosis, completion of small scale 
research / research on placement and presentation of second year research to the 
department.
153
CA Placement Contract
Child and Adolescent Placement Contract
PERSONAL AIMS : It is hoped that previous experience o f psychological (and non- 
psychological) work with children, adolescent and families, can he utilised and built 
upon. A deeper understanding ofpsychological problems and therapeutic processes 
in relation to child development, in i t ’s varied social contexts, is sought through 
therapeutic work and supervision. An overall increased knowledge and experience o f 
the role o f clinical psychology in child mental health is desired.
A 1 REQUIRED EXPERIENCE WITH CLIENT GROUP
- It is hoped that a range of clients across the age span, covering pre-schoolers, middle 
childhood, early and late adolescence will be seen.
- An equal mix of males and females is sought, with a minimum of two females.
- Some contact with at least one client from a different cultural background is sought.
- Work will be carried out in a variety of settings including nursery, inpatient child / 
adolescent units, schools and the community.
- It is hoped that client work will include experience of child protection, issues related 
child development, issues for the under eight year olds, health related problems, school 
based problems, post-trauma issues and adolescent disorders.
- It is hoped that an understanding is established of the effect of various home-care 
settings have on the child / adolescent’s development.
- The aim is to take on approximately 10 independent treatment cases and observation of some grc 
work.
B I METHODS TO ACHIEVE AIMS
a  ^Settings
- Experience is to be gained from observation of supervisor, observation by supervisor and 
independent work.
- Observation and direct client work is to take place in outpatient psychology, inpatient 
units, paediatric department, home visits and informal group settings.
b ) Interdisciplinary Work
- Attend the psychology department meetings.
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- Attend the Cystic Fibrosis paediatric clinic.
- Liase with referrers and attend the paediatric liason meetings.
- Work with inpatient staff and community team.
- Attend child mental health academic programme, 
c) Client Work
- Observe Sickle Cell pain management group and programme.
- Participate in Cystic Fibrosis coffee mornings in the community.
- Direct intervention with feeding problem client under 5 years.
- Cognitive-behavioural assessment / intervention of a child with a simple phobia.
- Work with a child / adolescent (and family) with a physical illness.
- Work with at least 1 client referred for aggressive-destructive behaviour.
- At least one neurological / cognitive psychometric assessment to be completed.
- To Note : Further cases are to be detailed at the mid-placement review.
C ! PARAMETERS
- Two hours supervision each week.
- Working day to be 9-5.00 (approx.) for three days each week.
- Half a day each week for study time.
Annual Leave : Twelve and a half days (plus the possibility of carrying over some of 
the five and a half days from the previous placement) to be taken within the 6 month 
placement.
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Child and Adolescent Case Report Summary : Cognitive- 
behavioural therapy for a simple phobia
Referral and presenting problems : May (pseudonym), a 9 year old girl was referred 
regarding a marked phobia of cats and dogs.
Initial assessment : Assessment revealed significant avoidance and extreme anxiety 
regarding actual or anticipated contact with cats / dogs. Assessment noted nature of 
the phobia, treatment suitability, determination of client goals and measuring of the 
phobia.
Initial formulation : Although bom in England, Mays’ family is Malaysian with 
contrasting attitudes of pets compared with English practise. May was experiencing a 
phobia involving persistent and excessive fear in situations that were not dangerous. 
Direct conditiong, vicarious conditioning and the transmission of information were 
significant.
Action plan and implementation : This involved establishing and maintaining a good 
rapport, explaining the cognitive-behavioural theory of anxiety at a childs level, 
exploring anxiety and its management between mother and child, graded exposure with 
behavioural tasks involving the therapist, exploration of cognitive biases and measures 
to prevent relapse.
What was achieved : Good rapport with mother and child enabled cotinued and 
motivated involvement. Increased understanding of phobias reduced a sense of blame 
for Mays’ mother and established a way for May to cope. May completed her ‘Friends 
with Animals’ Brownie badge.
Reformulation : Vicarious conditioning and transmission of information appear to 
have been significant with collaboration with May and her mother proving essential. 
Review of therapeutic strengths and weaknesses included.
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Older Adult Core Placement Summary
Placement location : Springfield Hospital, 61 Glenburnie Road, Tooting, London.
District : Pathfinder Mental Health Services, NHS Trust
Dates : 09.04.97 - 26.09.97
Supervisors : Carolyn Richardson
This placement involved working in the hospital department, inpatient unit, day 
hospital and family therapy center. Methods of assessment included clinical interviews, 
observation, psychometry, evaluation of systems, ABC diary, and neuropsychology. 
The models of therapy included psychotherapy, behavioural therapy, cognitive therapy 
and systemic intervention. I worked with 6 clients who presented with a range of 
issues including : cognitive deterioration ; generalized anxiety ; bereavement ; 
psychosomatic issues ; valium addiction ; agoraphobia ; relationship difficulties ; 
survivor of childhood sexual abuse. All work was performed solo or directly observed 
by supervisor. I also designed and implemented a group ‘Living with Forgetfulness’ 
for 6 clients with mild to moderate memory difficulties, which ran for 6 sessions with 
the support of an occupational therapist. One morning each week I also attended the 
family therapy center and participated as a member of the reflecting team feeding back 
to the family personally. I worked with 5 families for up to 4 sessions each. The range 
of presenting issues included : terminal illness ; post-traumatic stress disorder (II World 
War) ; agoraphobia ; provision of care ; evolution of roles in a family. Special activities 
on placement included co-presenting to staff at a day care facility regarding challenging 
behaviour and writing up a formal report and description of the group for memory 
difficulties.
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Older Adult Placement Contract
PERSONAL AIMS : A greater understanding o f the psychological problems and 
therapeutic processes in relation to older adults is sought. Inparticular awareness o f  
the changes in close relationships, social networks and involvement o f health /  social 
services on the individual in later developmental stages are hoped to be explored. It 
is also hoped that previous non-psychological work experience can be utilised while 
on placement. Generally an increased knowledge and experience o f  the role o f  
clinical psychology is sought within Health and Social Services provision to older
adults.
A\ REQUIRED EXPERIENCE WITH CLIENT GROUP
- It is hoped that a range of clients across the age span, covering individuals from 60 to 
85 years of age will be seen.
- An appropriate mix of male and female clients is sought.
- Some contact with at least one client from a different cultural or ethnic background is 
sought.
- Work will be carried out in a variety of settings including inpatient ward, day hospital, 
nursing homes, day centre, residential home, respite day care facility and family therapy 
centre.
- It is hoped that client work will include experience of depression in old age, cognitive 
changes with age, dementia, challenging behaviour, strokes, mortality, relevance of 
gender and ethnicity for older adults and adjustment / adaptation difficulties as a result 
of dependency and / or disability.
- The aim is to take on approximately 10 independent treatment cases and some group 
work.
BI METHODS TO ACHIEVE AIMS
a I Settings
- Experience is to be gained from observation of supervisor, observation by supervisor 
and independent work.
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- Observation and direct client work is to take place in the inpatient ward, day hospital, 
day centre, client homes, group settings, residential homes and nursing homes.
- Systemic work to take place in the family therapy department, 
b ) Interdisciplinary Work
- Observe the consultant psychiatrist assess new clients.
- Observe the social workers, community psychiatric nurses and occupational therapists 
with client assessments and general work as a team.
- Liase with referrers and attend a referral meeting.
- Attend ward rounds for relevant clients and a nurses handover on the inpatient ward.
- When possible (Mondays) attend monthly elderly team meeting, general psychology 
meeting, multi-disciplinary audit meeting, journal club and psychology seminars.
- Work with the ward nurses and occupational therapists in the day centre or inpatient 
ward i.e.groups.
- Meet with the service manager for elderly services, the director of psychology and the 
section head to develop an understanding of legislation affecting older adults.
c ) Client Work
- At least one neurological / cognitive psychometric assessment to be completed.
- Assist groups with occupational therapists in the day hospital.
- Participate on a weekly basis in the family therapy centre.
- Client work is to include a mix of organic and functional impairment issues.
- The range of work is to be with individual clients, their partners, family members and 
car staff.
- Application of the cognitive-behavioural model with at least one client for anxiety / 
depression issues.
Cl PARAMETERS
-Two hours supervision each week.
-Working day to be 9.15-5.15 (approx.) for three days each week.
-Half a day each week for study time.
-Annual Leave : Twelve and a half days (plus the possibility of carrying over some of 
the 9 days from the previous placement) to be taken within the 6 month placement.
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Specialist Placement in Pain Management Summary
Placement location
District :
Dates :
Supervisors :
INPUT, Pain Mangement Unit, St.Thomas’ Hospital, London, 
SE1-7EH.
Guys and St.Thomas’ NHS Trust
16.10.97-3.4.98
Katherine O’Neill
This placement involved working in a specialist inpatient pain management unit of a 
large teaching hospital. Clinical psychologists work as part of a large multi-disciplinary 
team of nurses, occupational therapists, physiotherapists and medical doctors. The role 
of clinical psychologists included utilizing assessment measures of clinical interviews, 
observation, psychometry and evaluation of systems. The model of therapy was 
cognitive-behavioural therapy. I worked with 8 clients who presented with chronic 
pain and a range of issues including : depression ; anxiety ; substance dependence ; 
panic attacks ; social anxiety / withdrawal ; sleep difficulties ; generalized anxiety ; 
poor memory / concentration. I also lead a number of groups (approx. 10 clients in 
each) in the standardized programme of the pain management unit including : 18 
session on relaxation and coping with chronic pain ; 6 sessions on management of sleep 
difficulties ; 1 session on communication and negotiation of skills ; 1 session on anxiety 
management ; 1 session on the identification and challenging of automatic negative 
thoughts. All work was performed solo or directly observed by supervisor. I also co­
facilitated a number of group sessions with the clinical psychologists, nurses, 
occupational therapists, physiotherapists and medical doctors. Special activities on 
placement included planning, implementing and completing my third year research.
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Specialist Placement in Pain Management Contract
PERSONAL AIMS : It is hoped that this specialist placement within an inpatient 
pain management unit will deepen my understanding and application o f theories 
concerning the experience o f chronic painful conditions. It is anticipated that 
therapeutic experience will be gained with cognitive-behavioural techniques and 
group process skills that will further enhance my comprehension o f  these processes. 
An overall increased knowledge and experience o f the role o f clinical psychologists 
within an inter-disciplinary team fo r pain management is desired.
A 1 REQUIRED EXPERIENCE WITH CLIENT GROUP
- An equal mix of males and females is sought (with a minimum of two female clients).
- Some contact with at least one client from a different cultural background is sought.
- The aim is to work within a ‘keywork system’ with no more than 10 individual clients 
in total, but also to contribute to a range of group sessions and screening procedures.
- To experience a range of assessment procedures and methods at screening, pre­
treatment visits and follow-up.
-T o  develop an awareness of the psychological aspects of pain and its management. 
-T o  gain experience of working as part of an interdisciplinary team and utilizing a self­
management model.
-T o  understand and work within a cognitive-behavioural therapeutic model related to 
chronic pain.
-T o  develop confidence in explaining the role of psychology to clients in a general 
health setting.
-T o  gain experience of teaching skills to clients in a group setting, utilizing a client-led 
teaching format.
- To develop understanding of the way in which client issues such as anxiety, 
depression, PTSD etc., interact with the overall experience of chronically painful 
conditions for the individual.
-T o  increase understanding of the impact of an individual with chronic pain for the 
individuals friends and relatives.
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- To investigate the relationship of anxiety to group processes and positive outcome for 
individuals with chronic pain at INPUT.
B I METHODS TO ACHIEVE AIMS
a I Settings
- Experience is to be gained from observation of my supervisor and other members of 
the interdisciplinary team, observation by my supervisor and independent work.
- Observation and client work is to take place on the inpatient unit.
- There is to be observation of a complete four week inpatient programme, 
b ) Interdisciplinary Work
- Attend some psychology department meetings.
- Observation and participation of keywork meetings which involve indisciplinary client 
work.
- Attendance of a staff training week.
- Attend seminars and further education sessions within the Trust as appropriate.
- Participation in weekly clinical team meetings.
- Attendance at bi-monthly team education sessions.
- Attendance at a SIG meeting for pain management and cognitive-behavioural 
treatments.
c ) Client Work
- Involvement in behavioural, cognitive and communication group sessions is to be 
included in the placement experience.
- Experience is to be gained with psychological tools and measures of assessment 
specifically related to pain and health issues within an inter-disciplinary assessment.
- Aims of placement are to be implemented within a biopsychosocial model of working.
- Co-ordination of ‘relaxation’ and ‘sleep’ sessions utilizing a problem-solving and 
cognitive framework to address difficulties in the application of the various techniques, 
d ) Research
- Design, implementation and completion of research investigating the issue of anxiety 
for the group processes and resulting pain self-efficacy for individuals at INPUT.
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C ) PARAMETERS
- Two hours supervision each week.
- The working day is to be 8.30am until 5.00pm (approx.), for three days each week 
(including a half day for study time).
- Annual leave is to be twelve and a half days (plus carry over of three days and two 
annual stat days) to total seventeen and a half days maximum to be taken by the end of 
the six month placement.
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Specialist Placement in Pain Management Case Report 
Summary : Cognitive-behavioural pain management for 
chronic pain
Referral and presenting problem : Jim (pseudonym), a 37 year old man was referred 
with chronic pain originated in his neck and left side of his body, with associated 
blackouts. He was admitted to a 4 week inpatient pain management unit.
Initial Assessment : This involved determining the precise nature of Jims’ chronic 
pain, treatment suitability and defining his specific goals. The pain resulted in major 
physical disability and dysfunction. Jim was enthusiatic to try for an alternative 
approach to his pain management.
Initial formulation : Jim appeared to be experiencing irreversible damage to his 
central nervous system, with assoicated muscle dysfunction. Behaviour adaptation to 
the pain had reduced effective or efficient coping with cognitive changes also reducing 
a sense of coping. Jim presented as ready to attempt change and attend to the effect 
this had on his sense of self.
Action plan and implementation : Jim was admitted with 9 others to a programme 
including : education ; teaching ; behavioural and cognitive skills training ; a stretch and 
exercise programme ; medication reduction ; goal setting and pacing ; relaxation 
training. Individual work included exploring his understanding and experiences of the 
pain, personalizing the cognitive-behavioural training, exploring the impact on his 
identity and preventing relapse.
What was achieved : Significant improvements wre noted in physical functioning, 
reduced use of aids or medications, reduced negative affect and raised pain self- 
efficacy.
Reformulation : Greater understanding and coping with his pain was established. The 
strengths and weaknesses of this work are examined.
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Specialist Placement in Child Systemic Therapies Summary
Placement location : Leon Gillis Centre, Queen Mary’s University Hospital,
This placement involved working in a Child and Family psychology department based 
in a large teaching hospital and in an associated community mental health base. 
Measures of assessment included clinical interview, observation, ABC diary, systemic 
questioning, genogram, time lines and neuropsychological measures. The models of 
therapy included cognitive therapy, behavioural therapy, family therapy and supportive 
therapy. I worked with 11 clients who presented with a range of issues including : 
non-compliance ; domestic violence ; health issues ; poor attachment ; biting ; epilepsy ; 
attention deficit hyperactivity disorder ; divorce / separation ; refusing to speak ; social 
anxiety ; relationship difficulties ; chronic pain. All work was performed solo or 
directly observed by supervisor. I also attended family therapy session one morning a 
week and contributed as part of the reflecting team with 5 families presenting with a 
range of issues such as : anorexia ; non-compliance ; separation / divorce ; health issues 
; conduct disorder. Special activities on placement included completion of two full 
neuropsychological assessments, contributing to the design of a parenting programme 
for parents with learning disabilities and contributing to discussions of the management 
of a boy refusing to attend school.
Dates :
District :
Supervisors :
Roehampton, London, SW15-5PN.
Richmond, Twickenham and Roehampton NHS Trust 
22.04.98 - 24.09.98 
Gloria Martin
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Specialist Placement in Child Systemic Therapies Contract
PERSONAL AIMS : It is hoped that this specialist placement, working with children, 
adolescents and their families will enable greater understanding o f the systemic 
theoretical framework. It is anticipated that therapeutic experience will be gained 
with systemic techniques in client sessions and in working with the systems within 
which the referred child exists. An increased knowledge and experience o f the role o f  
the clinical psychologist working systemically within an inter-disciplinary team is
desired.
A 1 REQUIRED EXPERIENCE WITH CLIENT GROUP
- An equal mix of males and females is sought (with a minimum of two female clients).
- Some contact with at least one client from a different cultural background is sought.
- The aim is to work with no more than 10 individual clients, or families in total.
- To develop an awareness of the presentation of issues for families by the referral of a 
child for clinical psychology intervention.
- To gain experience working with a number of different agencies concerning the child 
and their presenting issues.
- To understand and work within a systemic therapeutic model related to child and 
family psychological health.
- To develop confidence in explaining psychological interventions to the child, family 
and other related agencies.
- To develop understanding of the way in which client issues interact with the overall 
daily experience for a child
- To perform 2-3 neuropsychological assessments with children / adolescents and 
understand developmental concerns in the writing of the report to the referrer.
B  ^METHODS TO ACHIEVE AIMS
a )  Settings
- Experience is to be gained from observation of my supervisor and other clinical 
psychologists, observation by my supervisor and independent work.
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- Observation and client work is to take place in the Leon Gilles Center, Queen 
Marys’University Hospital and at Sheen Lane Community Health Center.
- Observation and client work is to take place with individual clients and significant 
other family or friends.
- Observation and client work is to take place at times using a one way mirror and 
reflecting team.
- Observation and client work is to take place individually and in team intervention.
- Discussion of academic papers to explore systemic therapies and theories within the 
Wednesday morning family therapy team and joint supervisions.
b ) Interdisciplinary Work
- Attend one psychology departmental meeting.
- Attend seminars and further education sessions within the Trust as appropriate.
- Participation in weekly clinical team meetings.
- Liase with relevant agencies in child and family work.
- Attend weekly family therapy sessions on a Wednesday morning.
- In joint supervision every other week, cases are discussed and consultations 
performed regarding systemic work with families.
c ) Client Work
- Experience is to be gained with psychological tools and measures of cognitive 
assessment specifically related to child / adolescent developmental concerns.
- Aims of placement are to be implemented within a systemic model of working.
- Liaison with other agencies is required in assessment and intervention with a child.
C I PARAMETERS
- One and a half hours supervision 1 : 1 is expected every other week.
- One and a half hours joint supervision is expected alternating with 1 : 1 supervision.
- The working day is to be 8.30am until 4.30pm (approx.), for three days each week 
(including a half day for study time).
- Annual leave is to be twelve and a half days (plus carry over of five days) to total 
seventeen and a half days maximum to be taken by the end of the placement.
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Literature Review, Year 1 : Identity of Young Gay Men with the 
Human Immunodeficiency Virus and the Effect of ‘Family’
Introduction
Identity can be described as the variable quality or condition of being a specified 
person that permits individuality (The Concise Oxford Dictionary, 1990). There are 
however numerous, complex and varied definitions of identity from a static 
accomplishment to a fluid process (Erikson, 1959 ; Kegan, 1982 ; Breakwell, 1986 ; 
McAdams, 1988). A human developmental perspective of identity is favoured in this 
review of young gay men infected with the Human Immunodeficiency Virus 
(YGMHIV) as it acknowledges the complexity of individuals in relation to their socio­
political, cultural and historical contexts (Gonsiorek and Rudolph, 1991 ; Edwards, 
1992 ; D’Augelli, 1994 ; Rotheram-Borus, Hunter and Rosario, 1995). The YGMHIV 
is seen to potentially be under great psychological stress from loss or threat to his 
identity due to his doubly stigmatising status (McDonald, 1982 ; Walker, 1991 ; 
Paradis, 1993 ; Jue, 1994) which may lead to a multifaceted, denied or hidden identity 
damaging psychological well-being (Paradis, 1990, 1991 ; Britton, Zarski and Hobfall,
1993). The literature clearly documents the intense anxiety, anger and depression that 
many YGMHIV experience (Christ and Weiner, 1985 ; Kelly and St.Lawrence, 1988 ; 
Martin, 1988 ; Morin, 1988 ; Moynihan, Christ and Silver, 1988) which can have a 
detrimental effect on the disease process (Cochrane, 1987 ; Nichols, 1987 ; Jue 1994 ; 
Taylor 1996). In the first section of this review research related to issues of identity in 
regard to being young, gay and HIV positive are explored noting theories, 
psychological processes and problems that occur for the individual.
This review further examines the effect of ‘family’ on the YGMHIV’s identity process 
noting the breadth of work already on social support and illness (Gergen and Gergen, 
1981 ; Reiss, Gonzalez and Kramer, 1986 ; Britton, Zarski and Hobfall, 1993 ; Jue,
1994). HIV research has motivated re-examination of definitions of family that 
includes varied settings or cultures of the individual (Gibb, Duggan and Lwin, 1991) 
such as family of birth, friends in the gay community (family of choice) and health 
care professionals. This work can be seen to follow a postmodern approach in that
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it draws attention to former conventions (Murphy, 1986, 1989). The need to consider 
social support in terms of the ‘fit’ to the individuals’ specific physical and 
psychological needs has received increasing attention (Cohen and McKay, 1984 ; 
Hobfoll, 1985 ; Reiss, 1986 ; Cutrona, 1989 ; Hobfoll 1989). Appropriate and 
timely social support from a ‘family’ the YGMHIV is affiliated with may buffer 
him from HIV related clinical symptoms and psychological side-effects, through 
meaningful contact and membership (Bo, Elford, Hart and Sheer, 1993a ; Britton 
et al 1993). However concern that motivated this review is that the YGMHIV may 
only just be starting, or not even attempting, relations with his family of birth in 
a context where his sexual identity is acknowledged (Britton et al, 1993).
He may also be new to establishing, or not yet have experienced, a mature, supportive 
long term intimate partner or friend (Gonsiorek and Rudolph. 1991). It is also 
unlikely that due to chronological age he has previously required much contact with 
institutions or the culture of health care provision (Walker. 1991). This leaves him 
potentially not established in any social context from which he is of increased need 
of physical care and psychological support (Britton et al. 1993). He may then receive 
inappropriate or incomplete care due to responses of more than one support system, 
with a confounded sense of his own identity, as he is placed in a more vulnerable 
position to the effects of the different ‘familys’ to which he relates.
It is the fluidity and complexity of the YGMHIV’s psychological needs that attract 
the professional interest of clinical psychology which can help individuals in their 
social groups and communities to solve psychological problems and improve 
quality of life (Kendall and Norton-Ford. 1982). Clinical interventions have proved 
important already with many long term survivors of AIDS reporting being in 
therapy at some point since diagnosis (Rabkin, Remien, Katoff and Williams, 1993 
; Jue. 1994). Applications of theories and philosophies used by psychologists, 
such as postmodernism, can help conceptualise the multiplex experience of 
YGMHIV and the negotiation of his affinity to more than one ‘family’ (Murphy,
1989 ; Haraway 1990). Many large scale studies of social support place heavy 
reliance on quantitative data and there is a need for more qualitative studies of 
the specific content of support that will effect psychological well being and the 
processes by which social support exerts its effects (Green, 1993). Indeed it has
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been observed that in various HIV / ADDS domains, there has been a paucity of 
in-depth, process-based research (Beardsell and Coyle, 1996).
1. Identity Issues for a YGMHIV
Identity is a complex, interactive and developmental process of self-definition in 
interaction with the wider social, economic and political context. Issues of identity for 
the YGMHIV have been examined in various fields of research such as aspects of the 
young adult phase of development, establishing a.gay identity, and the effect of HIV 
diagnosis on the self. This work is examined here noting theories, psychological 
processes and problems that occur for the individual.
Young Adult Identity
The identity process is represented as the emergence of a sense of self and the 
development of its cohesion. The difficult and ambiguous ‘development’ of its own 
definitions indeed reflects the complexity in meanings of the term ‘identity’. This 
review does not attempt to outline all historical contributions of gay identity theories 
found in other sources (Coyle, 1991). The human developmental perspective in 
contrast is favoured as it values the impact individuals, their families and communities 
have on their own development (Breakwell, 1986 ; Glover, 1988 ; Coyle, 1991 ; 
Rudolph, 1991).
Continuity is seen as an important construct in the understanding and making of 
identity (Breakwell, 1986 ; McAdams, 1988). Breakwell expands on this, viewing 
identity as “a set of processes operating in a principled manner “ (p.23) which includes 
: assimilation - absorption of new components into the identity structure ; 
accommodation - changes which occur in the existing structure so as to house new 
components ; and evaluation - allocation of meaning and value to identity components. 
Identity is then characterised by its content and value dimensions, which are open to 
change and reorganisation. These three processes are seen to operate in line with 
principles which define desirable endstates for identity such as self-esteem, 
continuity, positive distinctiveness and self-efficacy. It is the construction of identity
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that permits the individual to make sense of his life in a way that promotes self-worth, 
personal continuity (across time and situations) and a sense of uniqueness (Breakwell, 
1986 ; McAdams. 1988 ; Coyle. 1991 ; Murray, 1995). People choose to identify 
themselves in different ways in different social worlds and sexual identity is not 
always the most prominent or important identity (Plummer, 1975 ; Davis, 1992) as 
identities relate to different situations, times and people (Weeks, 1990 ; Almaguer, 
1993 ; Gatter, 1993). This complex situation of questionable commensurability 
between identity and practice, has been well documented in sexuality and sex research 
literature (Padgug, 1989 ; Boulton and Weatherbum, 1990 ; Bartos, Mcleod and Nott, 
1993). Sexuality includes sexual identity, practice and desire but there is not 
necessarily a connection between these elements (Patton, 1985). Sexual identities are 
not so much totalling in definition but can be seen as historically specific, contingent, 
constructed and changing (Weeks, 1986 ; Watney, 1993 ; Deverall and Prout, 1995). 
Therefore people choose, with the knowledge available to them and the priorities in 
their life, how to identify themselves in complex ways whether by same-sex sexual 
practices or not (Deverall and Prout, 1995). Identity is not then automatic and cannot 
be assumed, but open sexual identification is a key stage in the process of identity and 
community formation (Patton, 1985).
Identity can then be perceived as never actually achieved in a final sense but instead 
viewed as an inner, or life, story constantly evolving as a psychosocial construct 
(Glover, 1988 ; McAdams, 1988). The process aims to provide unity and purpose for 
the individual as he interacts in the larger social world (Coyle, 1991).
Gay Identity
The process of establishing gay identity and coming out has various cognitive, 
behavioural and attitudinal aspects, but a developmental approach is favoured in its 
conceptualisation as it notices ongoing important influences and changes unique to the 
experience of homosexuals, over the lifespan (Gonsiorek and Rudolph, 1991 ; Coyle, 
1991 ; D’Augelli, 1994/. There appears to be much disagreement as to what ‘coming 
out’ means, how homosexual identity develops and what moves the process forward 
but several different stage models have been proposed for example Cass (1979), Lewis 
(1984), Troiden (1988-9), Savin-Williams (1990) and Rotheram-Borus et al (1995).
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These describe processes of increasing adaptation as individuals integrate their sexual 
orientation into their personal and social identity, and are examined here in relation to 
Breakwell’s model of identity (1986).
The assimilation process involves the individual shifting from an initial period of 
presumed heterosexuality to recognition of his gayness (Sophie, 1986). Negative 
societal myths of homosexuality may increase defences against homosexual feelings 
with attempts to deny, suppress or escape homosexual desires (Troiden, 1988 , 1989 ; 
Rotheram-Borus et al, 1995). The process of finding out more about the homosexual 
community to decrease a sense of isolation may be hindered by fear that one’s 
sexuality will become publicly known (with the result that one might lose friends and 
family) and fears of gay bashing (Hunter, 1990 ; Hunter and Schaecher, 1990)2. If or 
when the homosexual feelings are seen to be highly self-relevant to maintaining self­
esteem, distinctiveness or continuity, a place has to be found for them within the 
personal identity structure (Breakwell, 1986 ; Glover, 1988). This may require the 
individual to make changes in his existing personal and social identity so as to house 
his gay identity. The accommodation process may then promote ‘disclosure’ whereby 
others are appraised or learn of the fact that an individual is gay3. This enables him to 
identify positive role models for coping with potentially difficult issues around being 
gay (Savin-Williams, 1990 ; Archer 1994). Stress related to disclosure has been 
positively correlated with suicide attempts, alcohol and drug misuse (Rosario and 
Rotheram-Borus, 1991 ; Rotheram-Borus, Rosario, Neino et al 1994) as it involves 
trading-off against other identities which may incur loss of membership in other social 
worlds 4. As individuals develop skills in solving interpersonal problems it becomes 
easier to feel positive about oneself in the face of potentially negative information and 
feedback from others (Levi-Stauss, 1969 ; Meichenbaum, 1974 ; Savin-Williams, 
1990).
Over time acquiring information about being homosexual and developing positive 
attitudes towards oneself and homosexuality is important in the evaluation process of 
establishing a valued identity and affinity to the gay community (Butler, 1993). An 
affirmative meaning and value is then potentially established for the homosexual man 
increasing a feeling of personal worth and continuity across time and situations 
bringing desirable distinctiveness (Coyle, 1991). Gay identity then depends on the
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dynamic interaction of personal and social factors (McDonald, 1982 ; Breakwell, 1983 
; Glover, 1988) that promotes continuity of the personal identity structure. However 
depression may be a recurrent issue relating to gay identity and the gay community 
(Saunders and Valente, 1987 ; Barrow and Halgin, 1988 ; Hays, Turner and Coates,
1992) due to stigma that implies deviation from a socially constructed norm of 
heterosexuality and traditional patriarchal structures (Foucault, 1980 ; Walker, 1991).
Identity and HIV
Due to the unfolding character of chronic illness, a developmental approach is 
preferred which notes phases of adaptation in the individual (Northouse, 1984 ; 
Wortman, 1984 ; Anderson and Bury, 1988 ; Bury, 1991 ; Sales, 1991)5. These 
phases are examined in relation to Breakwell’s model of identity (1986) and the 
challenges that HIV positive status brings.
The assimilation process involves initial diagnosis of a stigmatised life-threatening 
illness which may overwhelm other aspects of identity (Sontag, 1989 ; Catalan,
1990 ; Paradis, 1990 , 1991). Reactions to diagnosis cannot be separated from 
history of personal beliefs about illness, behaviour that caused it and the societal 
meanings given to AIDS (Stainton-Rogers, 1991 ; Walker, 1991). This may lead to 
a resurgence of internalised homophobia due to a sense of self-blame and feelings 
of shame (Goffman, 1986 ; Cohen and Abramozitz, 1989 ; Paradis, 1993). The risk 
of potential exposure, rejection and abandonment may prevent the YGMHIV 
openly relating his health status (Lopez and Getzel, 1984) and increase isolation 
(Cohen and Abramowitz, 1989 ; Paradis, 1990, 1991) at a time when he is needing 
to be dependent on others (Charmaz, 1983). When HIV status is seen as important 
enough to disclose, there may be contact with organisations of people sharing similar 
stigma (gay community) or sympathetic to their struggle (health care professionals) 
(Walker, 1991). This contact may increase feelings of self-esteem, distinctiveness 
and continuity of self accepted as a whole (Wolf, 1988). Changes in the existing 
personal and social identity are partly enforced due to reduction in life choices and 
episodes of ill health which create an increased feeling (and actual) loss of control 
over one’s life (Stem, 1985 ; Paradis, 1990 ; Walker, 1991 ; Barnes et al, 1993). This 
contact with others may reduce uncertainty at how to model behaviour and induce a
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sense of loss that challenges feelings of self-worth and self-esteem (Kohut, 1977 ; 
Wolf, 1984 ; Radley, 1994 ; Green, Platt, Eley and Green, 1996).
The difficulty of meaning-making and continuity of identity have been significant in 
the YGMHIV’s identity process, particularly maintaining a positive sense of gay 
identity (Walker, 1991). It is difficult to separate personal meaning of HIV from the 
belief systems of the larger political context (Lévi-Strauss, 1969 ; Walker, 1991) which 
has included metaphors of HIV as a plague of moral laxity that is polluting in the 
literal and moral sense (Blendon and Donelan, 1988 ; Sontag, 1989). This may lead to 
self-imposed familial estrangement, decreased socialization or withdrawal (Hart, 
Fitzpatrick, McLean, Dawson, et al 1990 ; Green, 1993 ; Lippmann, James and 
Frierson, 1993). A perception of self as unworthy, bad and unlovable may result 
for the YGMHIV with increased risk of hopelessness (Green et al, 1996), depression 
and suicide (Frierson and Lippmann, 1988 ; Catalan, Klimes, Day, Garrod, et al 1992 
; Platt, 1992 ; Perkins, Davidson, Leserman, Liao et al, 1993 ; Schwatzberg, 1994). 
Unfortunately on a global scale there is an increase in discrimination against people 
with HIV infection (Kantrowitz, 1986 ; Barrows and Halgin, 1988 ; King, 1990).
Conclusion
YGMHIV report an increase in depression, suicidal ideas, guilt and fears of social 
isolation (Platt, 1992 ; Green, 1993), and symptomatic HIV disease is associated with 
an increase in psychiatric morbidity (Catalan, 1990). The difficulty for the YGMHIV 
becomes one of constructing an identity that accommodates an illness element and the 
wide range of adjustments it demands (Miller, 1987 ; Catalan, 1990), but is not 
overwhelmed by this (Radley, 1994). Identity itself, as an analytical concept, may 
need to be reconceptualised in assessing and recognising psychological needs (Martin, 
1993 ; Deverall and Prout, 1995). Identity may better be conceived as a “production, 
which is never complete, always in process, constituted within, not outside, 
representation” (Hall, 1990, p.222). Permitting a postmodern conceptualisation of 
identity allows the YGMHIV to accept identity as multiple, contingent and historical 
(Murphy, 1989 ; Haraway, 1990). These multiple identities compete, collude and 
compromise in the process of everyday life which is heavily reliant on acceptance and 
degree of union with important others (Lévi-Strauss, 1969 ; McDonald, 1982 ; Glover
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,1988 ; Murphy, 1989). The paradigm shift from given totalizing identities to 
recognizing that forms of personal and social identification are chosen, negotiated and 
achieved, draws attention to the construction and ideological consequences of identity 
(Alenso and Kopreck, 1993 ; Martin, 1993).
Psychotherapeutic relationships in particular can provide a safe, reliable and 
supportive environment to help YGMHIV work through issues regarding their own 
identity and relationships with others, without fear of overwhelming the other person 
(Barnes et al, 1993 ; Jue, 1994). This may be a reason why counselling has been 
incorporated into many services to people with HIV already (Jue, 1994). A genuine 
offer of care in a non-abandoning way can maintain a sense of value for the 
individual’s identity and help provide perspective of significant others variable 
reactions (Cohen and Abramowitz, 1989). Social groups may then have a nurturing 
effect of the YGMHIV’s identity then bring increased quality of care and continuity in 
psychological well-being.
2. The Effect of ‘Family*
Families are conceptually diverse social systems varied in biological, social and legal 
status , that perform functions including the physical and psychological maintenance 
of its members (Ankrah, 1993 ; Seely, Kajura, Bachengana, Okongo et al, 1993 ; 
Stowe, Ross, Wodak, Thomas, et al 1993)6. The empathie responsiveness of ‘family 
members’ is important to the cohesion, strength and vitality of an individual’s identity 
(Kohut, 1984 ; Rowe and Maclsaac, 1989 ; Wolf, 1988 ; Bacal and Newman, 1990 ; 
Levine, 1990 ; Paradis, 1990). In this section social support theories and three social 
systems are examined according to Breakwell’s model (1986) for the effect they may 
have on the individual’s identity.
Social Support Theories
The complex interrelationships among social support, the YGMHIV’s psychological 
well-being and disease process have been researched (Caumartin, Joseph and 
Gillespie, 1993 ; Fleishman and Fogel, 1994 ; Green et al, 1996) suggesting a positive 
association between support that helps the sufferer to cope with illness and promote
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recovery (Wortman, 1984 ; Green, 1993). However it is not as simple as to say all 
support is useful (Britton et al, 1993 ; Green, 1993), which indicates how poorly these 
associations are understood and studied. For chronic stress, such as that experienced 
by the YGMHIV, support may be a causal factor of greater distress due to difficulty in 
mobilising aid to meet the varied demands (Hobfoll, 1985 ; Hobfoll and London,
1986) or from being excessive and thus creating feelings of guilt, shame and 
dependence (Ingersoll-Dayton and Antonucci, 1988). Considering the YGMHIV’s 
needs in terms of their ‘fit’ to social support has gained increased attention in 
psychosocial research (Cohen and McKay, 1984 ; Hobfoll, 1985, 1989 ; Reiss et al,
1986 ; Cutrona, 1989). This systems-orientated term of ‘fit’ allows a niche for 
continuity of personal identity in relation to others and relates to a ‘family’s’ ability to 
organise itself to meet demands (Reiss, 1989 ; Reiss and Kaplan-Denour, 1989 ;
Walker, 1991).
The YGMHIV with his potential affinity to a number of social support groups (family 
of birth, family of choice and health care professionals) may receive varied quality and 
quantity of care (Reiss et al, 1986 ; Walker, 1991). Clinical psychology with its appreciation 
of the individual in their different contexts may have an important role in providing a 
safe, reliable and supportive environment where negotiation of care resources and 
relationships can be explored. Long term survivors of AIDS have stated that close 
relationships providing support and comfort are crucial (Jue, 1994), and that they have 
active coping styles, taking responsibility in their relationships. This may mean that 
YGMHIV will appreciate clinical psychology interventions and be open to their effect. 
Therefore a sense of continuity, via use of a therapist, can be created in relation to a 
complex social network which helps maintain a meaning and value to the YGMHFVs 
identity.
Family of Birth
The nuclear family is a dominant political model structuring much of our legal, social 
and cultural norms (Bonuck, 1993 ; Bor et al, 1993b). The effect of the family of birth’s 
care on the YGMHIV’s identity will vary according to his processing of identity issues 
(Paradis, 1993), status within the family and the developmental stage of the family 
unit (Anderson, 1989).
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An automatic rescue response has been observed in some families (Herz-Brown,
1991) which is often accompanied by an overprotective tendency (O’Donnell and 
Bernier, 1990). This response may interfere with the YGMHIV’s efforts to continue 
meaningful activity and allows significant power transference to the family 
regarding life choices (Charmaz, 1983). Regression from young adult status may 
prevent the processing of anger at behaviour that caused infection or the resolution 
of past conflicts regarding sexual identity, which may then be denied at the price 
of care (Hammersmith, 1987 ; O’Donnell and Bernier, 1990 ; Bartos et al, 1993 ; 
Deverall and Prout, 1995). Gay identity and HIV positive status are attached to 
values of sexuality, religion and lifestyle which may clash with rules, beliefs and 
value systems by which a family is guided (Foucault, 1980 ; Zimmerman, 1988 ; 
Strommen, 1989 ; Bor et al, 1993b). This may create value dissonance, shame and 
fear for the YGMHIV and family members, rendering them immobilised by HIV, 
inefficient as carers, unable to find a ‘fit’ and even a source of negative support 
(Hobfoll, 1985 ; Hobfoll and London, 1986 ; Rolland, 1988 ; Cohen and Abramowitz 
, 1989 ; Paradis, 1990 ; Paradis, 1991 ; Sealey et al, 1993). The YGMHIV may be 
assimilated into the family identity, but it is unlikely that all his needs or aspects 
of his identity will be catered fo r , or evaluated positively.
The effect on the individual’s identity is that he is unlikely to be noticed or valued 
as a whole (Kohut, 1977 ; Paradis, 1993). Incompatible and rigid belief systems 
creates difficulty in maintaining self-esteem, continuity or distinctiveness in 
identity for the YGMHIV. A sense of shame and denial of sexual identity from 
the family of birth creates psychological distress for many YGMHIV (Christ and 
Weiner, 1985 ; Goffman, 1986). Facing, and accepting the limitations of the family 
of birth may prove difficult for the YGMHIV. However long term survivors have 
stated that attempting to fulfil goals, some in relation with others, may be more 
important than fulfilling them (Jue, 1994). Clinical psychologists can help mediate 
these relationships in a way that emphasizes personal growth aspects of a 
YGMHIV’s identity and instead of him feeling rejection and isolation. In this way 
the YGMHIV’s identity is not restricted by a particular support system and affinity 
to other care groups can be promoted.
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Family of Choice
Friendships are voluntary, potentially egalitarian relationships which often act as 
alternatives to formal or problematic social structures such as the family of birth in the 
provision of physical and emotional support (Kiecolt-Glaser and Glaser, 1988 ; 
Paradis, 1993 ; Nardi, 1995). The stage of coming out, length of time living in a gay 
lifestyle, past involvement in gay community activities and number of supportive gay 
friends determines the extent of the sense of belonging that a YGMHIV may have in 
the family of choice (Paradis, 1990) and the effect it may have on his identity (Hess, 
1972).
A sense of security stability, particularly regarding sexual identity, can be provided 
in a life filled with ambiguity and ambivalence (Paradis, 1993). Opportunities to 
share experiences, get outside the self and give to similar others helps establish a 
sense of personal value (Jue, 1994). However HIV is stigmatised in every community 
and the shock of diagnosis can lead to abandonment with an increased sense of 
mourning and confusion about affinity to the family of choice (Lovejoy, 1989 ; Myers, 
1991 ; Paradis, 1993). Potential caregiving from fellow gay men infected with HIV 
may be compromised by their own illness, and with the morbidity and mortality 
already experienced by YGMHIV survivor guilt may be exacerbated (Jue, 1994), 
with reduced attention to each individual loss and recovery (Colburn and Malena, 
1988 ; Schwartzberg, 1992 ; Martin and Dean, 1993). This then increases stress for 
the YGMHIV leading to an intense and protracted grief (Martin, 1988 : Paradis, 1991 
; Wardlaw, 1994), with greater risk of attempted suicide (Lippmann et al, 1993).
The family of choice may then be able to assimilate the YGMHIV and meet many 
of his needs but also lack in providing meaning for the illness component of his 
identity.
The effect on the YGMHIV’s identity may be that he has difficulty making sense 
of his experiences within his own personal, rather than a socially affiliated, identity. 
This can produce a sense of fragmentation in the individual’s personal meaning that 
reduces self-esteem and valued distinctiveness. The YGMHIV may ‘fit’ into the 
family of choice for a number of his needs regarding continuity of his adult and 
sexual identity, but the HIV component of his identity for may not be positively 
affirmed. This would reduce a sense of distinctiveness and self-esteem that would
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reduce possible feelings of continuity in identity.
Health Professionals and Agencies
Health care professionals performing psychosocial interventions that focus on 
human dignity and quality of life can help fulfil basic needs of YGMHIV involving 
safety, protection, efficacy and power (Wolf, 1988 ; Paradis, 1993 ; Rabkin et al 
, 1993). However provision of support may vary according to how the YGMHIV 
perceives a medically powered system (Reiss, 1989), availability of services and 
philosophy of staff (Smith, Landau and Bahr, 1990 : Navarro, 1992).
Open communications and educating can reduce feelings of hopelessness and 
suicidality for YGMHIV (Frierson and Lippmann, 1988 ; Lippmann et al, 1993), 
improving coping skills and self-reliance (Britton and Zarski, 1989). Support groups 
(Frierson et al, 1987 ; O’Donnell and Bernier, 1990) and ‘buddy systems’ (Christ and 
Weiner, 1985) have given emotional and practical assistance also. These agencies 
have challenged traditional medical approaches in conceptualising the ‘patient’, 
which has resulted in increased emphasis in equal status of doctors and YGMHIV 
(Jue, 1994). However health care professionals are not immune to the physical and 
psychological effects that HIV has had on the way we treat YGMHIV. Many 
report of being afraid of contracting HIV in the course of their work (Blumenfield 
, 1987 ; Silverman, 1993) and are, in fact, more vulnerable to physical and emotional 
consequences from exposure to death and dying (Miller, 1991 ; Silverman, 1993). 
Modem medicines ultimate ineffectiveness in the reality of no cure or methods to 
increase the immune system against disease, is heightened with failings of newly 
marketed drugs (Frierson et al, 1987). The limitations of physical care offered by 
health care professionals increases feelings of loss of control and despair for 
YGMHIV, damaging their relationships with these professionals (Lippmann et al,
1993) and reducing a sense of self-worth.
The YGMHIV can be seen almost as vulnerable children who desire to merge 
with omnipotent figures such as health care professionals in order to fulfil 
idealized needs (Cohen and Abramowitz, 1989). Clinical psychologists can help 
advise health professionals and YGMHIV to establish a client empowered 
approach that will maintain his right to self-determination and ability to maintain
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his own life (Jue, 1994). Long term survivors report that a doctor-patient 
relationship that is seen as ‘a partnership between equals’ is most favourable 
(Rabkin et al, 1993 ; Jue, 1994). However it has been a major challenge to 
provide this service that can ‘fit’ the shifting, multiple and fragmentary nature 
of the YGMHIV’s needs.
Conclusion
Although family of birth has surfaced as a pronounced form of support in chronic 
illness research (Moos and Schaefer, 1977 ; Moos, 1984 ; Rolland, 1985) this trend 
may not be generalizable for YGMHIV (Christ and Weiner, 1985). Research on HIV 
consistently shows the benefit of perceived support from the family of choice and 
peers (Haney, 1988 ; Stulberg and Smith, 1988 ; Wardlow, 1994). However many 
milestones of illness and the ensuing personal crises occur when a person is in hospital 
(Johannet and Muskin, 1990) indicating this support system may be of critical 
importance in the provision of care and maintaining psychological well-being.
The caring system of YGMHIV needs to have a flexibility of interrelated roles 
which reflects his complexity of identity and affinity to multiple social groups. 
Understanding this phenomenon of ‘needs and fit’ may assist support systems in 
understanding those they care for and help plan interventions which will be beneficial 
throughout the disease process. The untimely losses associated with seropositivity, 
repeated attempts at making sense of the unknown and deficient responses from others 
in the social milieu leads to fragmentation of identity. Allowing the YGMHIV to 
organize social support around issues and significant others defined by himself as 
important is critical in effective provision of care (Deverall and Prout, 1995) and can 
be facilitated by a constant, empathie relationship with a clinical psychologist. This 
individualistic approach prevents further marginalization of individuals already 
stigmatized by sexual or health status and promotes psychological well-being (Hardy 
and Remien, 1992). Therefore an evolving sense of self in relation to others can be 
created by the YGMHIV that has meaning, definition, unity and purpose.
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Review Conclusion
The identity process of YGMHIV has multiple, conflicting and stigmatising 
variables which will vary according to age, stage of life, point of disease progression 
, accomplishments and future goals (Murphy, 1989 ; Edwards, 1992 ; Radley, 1994).
A balanced, cohesive and valued personal identity has a significant effect on 
psychological well-being (Wolf, 1988 ; Paradis, 1993) which is important to general 
health and life-expectancy for the YGMHIV (Hardy, 1991 ; Remien et al, 1992 ; Jue, 
1994). A major difficulty for the YGMHIV is establishing an identity that is not 
subsumed by the socially stigmatising elements of gay and / or HIV status (Sontag,
1989). In the context of greater homophobia there is noted to be a tendency to forge 
solidarity on the basis of shared, but not identical histories or social positions 
(Martin, 1993). Clinical psychology argues against totalling identities which can 
conceal important differences between YGMHIV and make certain issues difficult 
to address in the identity process (Deverall and Prout, 1995). Instead interventions 
that acknowledge and allow differences within the identity (Haraway, 1990) allows 
greater meaning-making and valuation of the evolving personal identity.
The concern that motivated this review was that the YGMHIV may have insufficient 
or incomplete relationships with any support system such as family of birth, family 
of choice or health care professionals (Gonsiorek and Rudolph, 1991 ; Walker, 1991 
; Britton et al, 1993). This would potentially leave him without sufficient status to 
receive adequate physical care and psychological support (Britton et al, 1993) 
producing a confounded sense of his identity and render him vulnerable to the 
effects of significant others (Ankrah, 1993 ; Seeley et al, 1993). However this 
review indicates that it may be the concept of affinity to a number of social groups 
that will allow more effective, flexible and creative provision of support and meeting 
of needs (Alone and Kopreck, 1993). Forms of identity and community can be 
perceived as chosen, negotiated and achieved, not simply given (Haraway 1990 ; 
Deverall and Prout, 1995). The idea of affinity emphasises the importance of building 
unities rather than naturalizing them (Haraway, 1990 ; Martin, 1993). The YGMHIV 
may benefit from a therapeutic relationship that will help him negotiate the various 
sources of support, accepting the strength and limitations of each (Stulberg and
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Buckingham, 1988). Indeed many long term survivors report a tendency to have active 
coping in relationships which may help maintain feelings of responsibility and control 
over their lives (Jue, 1994). Trying to define a normative profile of informal ADDS 
care just does not do justice to the creativity YGMHIV may have in meeting their needs 
or the many caregivers who deviate from it (Britton et al, 1993 ; Butters et al, 1993). 
Exploration into what the ‘family’ may need to maximise their potential support is 
important and established by working through feelings, becoming competent and 
available (Britton et al, 1993 ; Jue, 1994). Few other chronic conditions demand such 
flexibility and adaptability in the evolution of personal identity by the individual and 
members of their ‘families’ as effective care systems. A constant, close and 
empowering relationship for YGMHIV with a clinical psychologist may help navigate 
the multifarious resources and relationships, via a number of ‘families’, thus 
maintaining meaning of identity and affinity within social support groups.
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Literature Review, Year 1 : Identity of Young Gay Men with the 
Human Immunodeficiency Virus and the Effect of ‘Family’
Introduction
Identity can be described as the variable quality or condition of being a specified 
person that permits individuality (The Concise Oxford Dictionary, 1990). There are 
however numerous, complex and varied definitions of identity from a static 
accomplishment to a fluid process (Erikson, 1959 ; Kegan, 1982 ; Breakwell, 1986 ; 
McAdams, 1988). A human developmental perspective of identity is favoured in this 
review of young gay men infected with the Human Immunodeficiency Virus 
(YGMHIV) as it acknowledges the complexity of individuals in relation to their socio­
political, cultural and historical contexts (Gonsiorek and Rudolph, 1991 ; Edwards, 
1992 ; D’Augelli, 1994 ; Rotheram-Borus, Hunter and Rosario, 1995). The YGMHIV 
is seen to potentially be under great psychological stress from loss or threat to his 
identity due to his doubly stigmatising status (McDonald, 1982 ; Walker, 1991 ; 
Paradis, 1993 ; Jue, 1994) which may lead to a multifaceted, denied or hidden identity 
damaging psychological well-being (Paradis, 1990, 1991 ; Britton, Zarski and Hobfall,
1993). The literature clearly documents the intense anxiety, anger and depression that 
many YGMHIV experience (Christ and Weiner, 1985 ; Kelly and St.Lawrence, 1988 ; 
Martin, 1988 ; Morin, 1988 ; Moynihan, Christ and Silver, 1988) which can have a 
detrimental effect on the disease process (Cochrane, 1987 ; Nichols, 1987 ; Jue 1994 ; 
Taylor 1996). In the first section of this review research related to issues of identity in 
regard to being young, gay and HIV positive are explored noting theories, 
psychological processes and problems that occur for the individual.
This review further examines the effect of ‘family’ on the YGMHIV’s identity process 
noting the breadth of work already on social support and illness (Gergen and Gergen, 
1981 ; Reiss, Gonzalez and Kramer, 1986 ; Britton, Zarski and Hobfall, 1993 ; Jue,
1994). HIV research has motivated re-examination of definitions of family that 
includes varied settings or cultures of the individual (Gibb, Duggan and Lwin, 1991) 
such as family of birth, friends in the gay community (family of choice) and health 
care professionals. This work can be seen to follow a postmodern approach in that
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it draws attention to former conventions (Murphy, 1986, 1989). The need to consider 
social support in terms of the ‘fit’ to the individuals’ specific physical and 
psychological needs has received increasing attention (Cohen and McKay, 1984 ; 
Hobfoll, 1985 ; Reiss, 1986 ; Cutrona, 1989 ; Hobfoll 1989). Appropriate and 
timely social support from a ‘family’ the YGMHIV is affiliated with may buffer 
him from HIV related clinical symptoms and psychological side-effects, through 
meaningful contact and membership (Bo, Elford, Hart and Sheer, 1993a ; Britton 
et al 1993). However concern that motivated this review is that the YGMHIV may 
only just be starting, or not even attempting, relations with his family of birth in 
a context where his sexual identity is acknowledged (Britton et al, 1993).
He may also be new to establishing, or not yet have experienced, a mature, supportive 
long term intimate partner or friend (Gonsiorek and Rudolph. 1991). It is also 
unlikely that due to chronological age he has previously required much contact with 
institutions or the culture of health care provision (Walker. 1991). This leaves him 
potentially not established in any social context from which he is of increased need 
of physical care and psychological support (Britton et al. 1993). He may then receive 
inappropriate or incomplete care due to responses of more than one support system, 
with a confounded sense of his own identity, as he is placed in a more vulnerable 
position to the effects of the different ‘familys’ to which he relates.
It is the fluidity and complexity of the YGMHIV’s psychological needs that attract 
the professional interest of clinical psychology which can help individuals in their 
social groups and communities to solve psychological problems and improve 
quality of life (Kendall and Norton-Ford. 1982). Clinical interventions have proved 
important already with many long term survivors of AIDS reporting being in 
therapy at some point since diagnosis (Rabkin, Remien, Katoff and Williams, 1993 
; Jue. 1994). Applications of theories and philosophies used by psychologists, 
such as postmodernism, can help conceptualise the multiplex experience of 
YGMHIV and the negotiation of his affinity to more than one ‘family’ (Murphy,
1989 ; Haraway 1990). Many large scale studies of social support place heavy 
reliance on quantitative data and there is a need for more qualitative studies of 
the specific content of support that will effect psychological well being and the 
processes by which social support exerts its effects (Green, 1993). Indeed it has
171
Literature Review
been observed that in various HIV / AIDS domains, there has been a paucity of 
in-depth, process-based research (Beardsell and Coyle, 1996).
1. Identity Issues for a YGMHIV
Identity is a complex, interactive and developmental process of self-definition in 
interaction with the wider social, economic and political context. Issues of identity for 
the YGMHIV have been examined in various fields of research such as aspects of the 
young adult phase of development, establishing a gay identity, and the effect of HIV 
diagnosis on the self. This work is examined here noting theories, psychological 
processes and problems that occur for the individual.
Young Adult Identity
The identity process is represented as the emergence of a sense of self and the 
development of its cohesion. The difficult and ambiguous ‘development’ of its own 
definitions indeed reflects the complexity in meanings of the term ‘identity’. This 
review does not attempt to outline all historical contributions of gay identity theories 
found in other sources (Coyle, 1991). The human developmental perspective in 
contrast is favoured as it values the impact individuals, their families and communities 
have on their own development (Breakwell, 1986 ; Glover, 1988 ; Coyle, 1991 ; 
Rudolph, 1991).
Continuity is seen as an important construct in the understanding and making of 
identity (Breakwell, 1986 ; McAdams, 1988). Breakwell expands on this, viewing 
identity as “a set of processes operating in a principled manner “ (p.23) which includes 
: assimilation - absorption of new components into the identity structure ; 
accommodation - changes which occur in the existing structure so as to house new 
components ; and evaluation - allocation of meaning and value to identity components. 
Identity is then characterised by its content and value dimensions, which are open to 
change and reorganisation. These three processes are seen to operate in line with 
principles which define desirable endstates for identity such as self-esteem, 
continuity, positive distinctiveness and self-efficacy. It is the construction of identity
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that permits the individual to make sense of his life in a way that promotes self-worth, 
personal continuity (across time and situations) and a sense of uniqueness (Breakwell, 
1986 ; McAdams. 1988 ; Coyle. 1991 ; Murray, 1995). People choose to identify 
themselves in different ways in different social worlds and sexual identity is not 
always the most prominent or important identity (Plummer, 1975 ; Davis, 1992) as 
identities relate to different situations, times and people (Weeks, 1990 ; Almaguer, 
1993 ; Gatter, 1993). This complex situation of questionable commensurability 
between identity and practice, has been well documented in sexuality and sex research 
literature (Padgug, 1989 ; Boulton and Weatherbum, 1990 ; Bartos, Mcleod and Nott,
1993). Sexuality includes sexual identity, practice and desire but there is not 
necessarily a connection between these elements (Patton, 1985). Sexual identities are 
not so much totalling in definition but can be seen as historically specific, contingent, 
constructed and changing (Weeks, 1986 ; Watney, 1993 ; Deverall and Prout, 1995). 
Therefore people choose, with the knowledge available to them and the priorities in 
their life, how to identify themselves in complex ways whether by same-sex sexual 
practices or not (Deverall and Prout, 1995). Identity is not then automatic and cannot 
be assumed, but open sexual identification is a key stage in the process of identity and 
community formation (Patton, 1985).
Identity can then be perceived as never actually achieved in a final sense but instead 
viewed as an inner, or life, story constantly evolving as a psychosocial construct 
(Glover, 1988 ; McAdams, 1988). The process aims to provide unity and purpose for 
the individual as he interacts in the larger social world (Coyle, 1991).
Gay Identity
The process of establishing gay identity and coming out has various cognitive, 
behavioural and attitudinal aspects, but a developmental approach is favoured in its 
conceptualisation as it notices ongoing important influences and changes unique to the 
experience of homosexuals, over the lifespan (Gonsiorek and Rudolph, 1991 ; Coyle, 
1991 ; D’Augelli, 1994)1. There appears to be much disagreement as to what ‘coming 
out’ means, how homosexual identity develops and what moves the process forward 
but several different stage models have been proposed for example Cass (1979), Lewis 
(1984), Troiden (1988-9), Savin-Williams (1990) and Rotheram-Borus et al (1995).
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These describe processes of increasing adaptation as individuals integrate their sexual 
orientation into their personal and social identity, and are examined here in relation to 
Breakwell’s model of identity (1986).
The assimilation process involves the individual shifting from an initial period of 
presumed heterosexuality to recognition of his gayness (Sophie, 1986). Negative 
societal myths of homosexuality may increase defences against homosexual feelings 
with attempts to deny, suppress or escape homosexual desires (Troiden, 1988 , 1989 ; 
Rotheram-Borus et al, 1995). The process of finding out more about the homosexual 
community to decrease a sense of isolation may be hindered by fear that one’s 
sexuality will become publicly known (with the result that one might lose friends and 
family) and fears of gay bashing (Hunter, 1990 ; Hunter and Schaecher, 1990)2. If or 
when the homosexual feelings are seen to be highly self-relevant to maintaining self­
esteem, distinctiveness or continuity, a place has to be found for them within the 
personal identity structure (Breakwell, 1986 ; Glover, 1988). This may require the 
individual to make changes in his existing personal and social identity so as to house 
his gay identity. The accommodation process may then promote ‘disclosure’ whereby 
others are appraised or learn of the fact that an individual is gay3. This enables him to 
identify positive role models for coping with potentially difficult issues around being 
gay (Savin-Williams, 1990 ; Archer 1994). Stress related to disclosure has been 
positively correlated with suicide attempts, alcohol and drug misuse (Rosario and 
Rotheram-Borus, 1991 ; Rotheram-Borus, Rosario, Neino et al 1994) as it involves 
trading-off against other identities which may incur loss of membership in other social 
worlds 4. As individuals develop skills in solving interpersonal problems it becomes 
easier to feel positive about oneself in the face of potentially negative information and 
feedback from others (Levi-Stauss, 1969 ; Meichenbaum, 1974 ; Savin-Williams,
1990).
Over time acquiring information about being homosexual and developing positive 
attitudes towards oneself and homosexuality is important in the evaluation process of 
establishing a valued identity and affinity to the gay community (Butler, 1993). An 
affirmative meaning and value is then potentially established for the homosexual man 
increasing a feeling of personal worth and continuity across time and situations 
bringing desirable distinctiveness (Coyle, 1991). Gay identity then depends on the
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dynamic interaction of personal and social factors (McDonald, 1982 ; Breakwell, 1983 
; Glover, 1988) that promotes continuity of the personal identity structure. However 
depression may be a recurrent issue relating to gay identity and the gay community 
(Saunders and Valente, 1987 ; Barrow and Halgin, 1988 ; Hays, Turner and Coates,
1992) due to stigma that implies deviation from a socially constructed norm of 
heterosexuality and traditional patriarchal structures (Foucault, 1980 ; Walker, 1991).
Identity and HIV
Due to the unfolding character of chronic illness, a developmental approach is 
preferred which notes phases of adaptation in the individual (Northouse, 1984 ; 
Wortman, 1984 ; Anderson and Bury, 1988 ; Bury, 1991 ; Sales, 1991)5. These 
phases are examined in relation to Breakwell’s model of identity (1986) and the 
challenges that HIV positive status brings.
The assimilation process involves initial diagnosis of a stigmatised life-threatening 
illness which may overwhelm other aspects of identity (Sontag, 1989 ; Catalan,
1990 ; Paradis, 1990 , 1991). Reactions to diagnosis cannot be separated from 
history of personal beliefs about illness, behaviour that caused it and the societal 
meanings given to AIDS (Stainton-Rogers, 1991 ; Walker, 1991). This may lead to 
a resurgence of internalised homophobia due to a sense of self-blame and feelings 
of shame (Goffman, 1986 ; Cohen and Abramozitz, 1989 ; Paradis, 1993). The risk 
of potential exposure, rejection and abandonment may prevent the YGMHIV 
openly relating his health status (Lopez and Getzel, 1984) and increase isolation 
(Cohen and Abramowitz, 1989 ; Paradis, 1990, 1991) at a time when he is needing 
to be dependent on others (Charmaz, 1983). When HIV status is seen as important 
enough to disclose, there may be contact with organisations of people sharing similar 
stigma (gay community) or sympathetic to their struggle (health care professionals) 
(Walker, 1991). This contact may increase feelings of self-esteem, distinctiveness 
and continuity of self accepted as a whole (Wolf, 1988). Changes in the existing 
personal and social identity are partly enforced due to reduction in life choices and 
episodes of ill health which create an increased feeling (and actual) loss of control 
over one’s life (Stem, 1985 ; Paradis, 1990 ; Walker, 1991 ; Barnes et al, 1993). This 
contact with others may reduce uncertainty at how to model behaviour and induce a
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sense of loss that challenges feelings of self-worth and self-esteem (Kohut, 1977 ; 
Wolf, 1984 ; Radley, 1994 ; Green, Platt, Eley and Green, 1996).
The difficulty of meaning-making and continuity of identity have been significant in 
the YGMHIV’s identity process, particularly maintaining a positive sense of gay 
identity (Walker, 1991). It is difficult to separate personal meaning of HIV from the 
belief systems of the larger political context (Lévi-Strauss, 1969 ; Walker, 1991) which 
has included metaphors of HIV as a plague of moral laxity that is polluting in the 
literal and moral sense (Blendon and Donelan, 1988 ; Sontag, 1989). This may lead to 
self-imposed familial estrangement, decreased socialization or withdrawal (Hart, 
Fitzpatrick, McLean, Dawson, et al 1990 ; Green, 1993 ; Lippmann, James and 
Frierson, 1993). A perception of self as unworthy, bad and unlovable may result 
for the YGMHIV with increased risk of hopelessness (Green et al, 1996), depression 
and suicide (Frierson and Lippmann, 1988 ; Catalan, Klimes, Day, Garrod, et al 1992 
; Platt, 1992 ; Perkins, Davidson, Leserman, Liao et al, 1993 ; Schwatzberg, 1994). 
Unfortunately on a global scale there is an increase in discrimination against people 
with HIV infection (Kantrowitz, 1986 ; Barrows and Halgin, 1988 ; King, 1990).
Conclusion
YGMHIV report an increase in depression, suicidal ideas, guilt and fears of social 
isolation (Platt, 1992 ; Green, 1993), and symptomatic HIV disease is associated with 
an increase in psychiatric morbidity (Catalan, 1990). The difficulty for the YGMHIV 
becomes one of constructing an identity that accommodates an illness element and the 
wide range of adjustments it demands (Miller, 1987 ; Catalan, 1990), but is not 
overwhelmed by this (Radley, 1994). Identity itself, as an analytical concept, may 
need to be reconceptualised in assessing and recognising psychological needs (Martin, 
1993 ; Deverall and Prout, 1995). Identity may better be conceived as a “production, 
which is never complete, always in process, constituted within, not outside, 
representation” (Hall, 1990, p.222). Permitting a postmodern conceptualisation of 
identity allows the YGMHIV to accept identity as multiple, contingent and historical 
(Murphy, 1989 ; Haraway, 1990). These multiple identities compete, collude and 
compromise in the process of everyday life which is heavily reliant on acceptance and 
degree of union with important others (Lévi-Strauss, 1969 ; McDonald, 1982 ; Glover
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,1988 ; Murphy, 1989). The paradigm shift from given totalizing identities to 
recognizing that forms of personal and social identification are chosen, negotiated and 
achieved, draws attention to the construction and ideological consequences of identity 
(Alenso and Kopreck, 1993 ; Martin, 1993).
Psychotherapeutic relationships in particular can provide a safe, reliable and 
supportive environment to help YGMHIV work through issues regarding their own 
identity and relationships with others, without fear of overwhelming the other person 
(Barnes et al, 1993 ; Jue, 1994). This may be a reason why counselling has been 
incorporated into many services to people with HIV already (Jue, 1994). A genuine 
offer of care in a non-abandoning way can maintain a sense of value for the 
individual’s identity and help provide perspective of significant others variable 
reactions (Cohen and Abramowitz, 1989). Social groups may then have a nurturing 
effect of the YGMHIV’s identity then bring increased quality of care and continuity in 
psychological well-being.
2. The Effect of ‘Family*
Families are conceptually diverse social systems varied in biological, social and legal 
status , that perform functions including the physical and psychological maintenance 
of its members (Ankrah, 1993 ; Seely, Kajura, Bachengana, Okongo et al, 1993 ; 
Stowe, Ross, Wodak, Thomas, et al 1993)6. The empathie responsiveness of ‘family 
members’ is important to the cohesion, strength and vitality of an individual’s identity 
(Kohut, 1984 ; Rowe and Maclsaac, 1989 ; Wolf, 1988 ; Bacal and Newman, 1990 ; 
Levine, 1990 ; Paradis, 1990). In this section social support theories and three social 
systems are examined according to Breakwell’s model (1986) for the effect they may 
have on the individual’s identity.
Social Support Theories
The complex interrelationships among social support, the YGMHIV’s psychological 
well-being and disease process have been researched (Caumartin, Joseph and 
Gillespie, 1993 ; Fleishman and Fogel, 1994 ; Green et al, 1996) suggesting a positive 
association between support that helps the sufferer to cope with illness and promote
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recovery (Wortman, 1984 ; Green, 1993). However it is not as simple as to say all 
support is useful (Britton et al, 1993 ; Green, 1993), which indicates how poorly these 
associations are understood and studied. For chronic stress, such as that experienced 
by the YGMHIV, support may be a causal factor of greater distress due to difficulty in 
mobilising aid to meet the varied demands (Hobfoll, 1985 ; Hobfoll and London,
1986) or from being excessive and thus creating feelings of guilt, shame and 
dependence (Ingersoll-Dayton and Antonucci, 1988). Considering the YGMHIV’s 
needs in terms of their ‘fit’ to social support has gained increased attention in 
psychosocial research (Cohen and McKay, 1984 ; Hobfoll, 1985, 1989 ; Reiss et al,
1986 ; Cutrona, 1989). This systems-orientated term of ‘fit’ allows a niche for 
continuity of personal identity in relation to others and relates to a ‘family’s’ ability to 
organise itself to meet demands (Reiss, 1989 ; Reiss and Kaplan-Denour, 1989 ;
Walker, 1991).
The YGMHIV with his potential affinity to a number of social support groups (family 
of birth, family of choice and health care professionals) may receive varied quality and 
quantity of care (Reiss et al, 1986 ; Walker, 1991). Clinical psychology with its appreciation 
of the individual in their different contexts may have an important role in providing a 
safe, reliable and supportive environment where negotiation of care resources and 
relationships can be explored. Long term survivors of AIDS have stated that close 
relationships providing support and comfort are crucial (Jue, 1994), and that they have 
active coping styles, taking responsibility in their relationships. This may mean that 
YGMHIV will appreciate clinical psychology interventions and be open to their effect. 
Therefore a sense of continuity, via use of a therapist, can be created in relation to a 
complex social network which helps maintain a meaning and value to the YGMHIVs 
identity.
Family of Birth
The nuclear family is a dominant political model structuring much of our legal, social 
and cultural norms (Bonuck, 1993 ; Bor et al, 1993b). The effect of the family of birth’s 
care on the YGMHIV’s identity will vary according to his processing of identity issues 
(Paradis, 1993), status within the family and the developmental stage of the family 
unit (Anderson, 1989).
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An automatic rescue response has been observed in some families (Herz-Brown,
1991) which is often accompanied by an overprotective tendency (O’Donnell and 
Bernier, 1990). This response may interfere with the YGMHIV’s efforts to continue 
meaningful activity and allows significant power transference to the family 
regarding life choices (Charmaz, 1983). Regression from young adult status may 
prevent the processing of anger at behaviour that caused infection or the resolution 
of past conflicts regarding sexual identity, which may then be denied at the price 
of care (Hammersmith, 1987 ; O’Donnell and Bernier, 1990 ; Bartos et al, 1993 ; 
Deverall and Prout, 1995). Gay identity and HIV positive status are attached to 
values of sexuality, religion and lifestyle which may clash with rules, beliefs and 
value systems by which a family is guided (Foucault, 1980 ; Zimmerman, 1988 ; 
Strommen, 1989 ; Bor et al, 1993b). This may create value dissonance, shame and 
fear for the YGMHIV and family members, rendering them immobilised by HIV, 
inefficient as carers, unable to find a ‘fit’ and even a source of negative support 
(Hobfoll, 1985 ; Hobfoll and London, 1986 ; Rolland, 1988 ; Cohen and Abramowitz 
, 1989 ; Paradis, 1990 ; Paradis, 1991 ; Sealey et al, 1993). The YGMHIV may be 
assimilated into the family identity, but it is unlikely that all his needs or aspects 
of his identity will be catered fo r , or evaluated positively.
The effect on the individual’s identity is that he is unlikely to be noticed or valued 
as a whole (Kohut, 1977 ; Paradis, 1993). Incompatible and rigid belief systems 
creates difficulty in maintaining self-esteem, continuity or distinctiveness in 
identity for the YGMHIV. A sense of shame and denial of sexual identity from 
the family of birth creates psychological distress for many YGMHIV (Christ and 
Weiner, 1985 ; Goffman, 1986). Facing, and accepting the limitations of the family 
of birth may prove difficult for the YGMHIV. However long term survivors have 
stated that attempting to fulfil goals, some in relation with others, may be more 
important than fulfilling them (Jue, 1994). Clinical psychologists can help mediate 
these relationships in a way that emphasizes personal growth aspects of a 
YGMHIV’s identity and instead of him feeling rejection and isolation. In this way 
the YGMHIV’s identity is not restricted by a particular support system and affinity 
to other care groups can be promoted.
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Family of Choice
Friendships are voluntary, potentially egalitarian relationships which often act as 
alternatives to formal or problematic social structures such as the family of birth in the 
provision of physical and emotional support (Kiecolt-Glaser and Glaser, 1988 ; 
Paradis, 1993 ; Nardi, 1995). The stage of coming out, length of time living in a gay 
lifestyle, past involvement in gay community activities and number of supportive gay 
friends determines the extent of the sense of belonging that a YGMHIV may have in 
the family of choice (Paradis, 1990) and the effect it may have on his identity (Hess, 
1972).
A sense of security stability, particularly regarding sexual identity, can be provided 
in a life filled with ambiguity and ambivalence (Paradis, 1993). Opportunities to 
share experiences, get outside the self and give to similar others helps establish a 
sense of personal value (Jue, 1994). However HIV is stigmatised in every community 
and the shock of diagnosis can lead to abandonment with an increased sense of 
mourning and confusion about affinity to the family of choice (Lovejoy, 1989 ; Myers, 
1991 ; Paradis, 1993). Potential caregiving from fellow gay men infected with HIV 
may be compromised by their own illness, and with the morbidity and mortality 
already experienced by YGMHIV survivor guilt may be exacerbated (Jue, 1994), 
with reduced attention to each individual loss and recovery (Colburn and Malena, 
1988 ; Schwartzberg, 1992 ; Martin and Dean, 1993). This then increases stress for 
the YGMHIV leading to an intense and protracted grief (Martin, 1988 : Paradis, 1991 
; Wardlaw, 1994), with greater risk of attempted suicide (Lippmann et al, 1993).
The family of choice may then be able to assimilate the YGMHIV and meet many 
of his needs but also lack in providing meaning for the illness component of his 
identity.
The effect on the YGMHIV’s identity may be that he has difficulty making sense 
of his experiences within his own personal, rather than a socially affiliated, identity. 
This can produce a sense of fragmentation in the individual’s personal meaning that 
reduces self-esteem and valued distinctiveness. The YGMHIV may ‘fit’ into the 
family of choice for a number of his needs regarding continuity of his adult and 
sexual identity, but the HIV component of his identity for may not be positively 
affirmed. This would reduce a sense of distinctiveness and self-esteem that would
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reduce possible feelings of continuity in identity.
Health Professionals and Agencies
Health care professionals performing psychosocial interventions that focus on 
human dignity and quality of life can help fulfil basic needs of YGMHIV involving 
safety, protection, efficacy and power (Wolf, 1988 ; Paradis, 1993 ; Rabkin et al 
, 1993). However provision of support may vary according to how the YGMHIV 
perceives a medically powered system (Reiss, 1989), availability of services and 
philosophy of staff (Smith, Landau and Bahr, 1990 : Navarro, 1992).
Open communications and educating can reduce feelings of hopelessness and 
suicidality for YGMHIV (Frierson and Lippmann, 1988 ; Lippmann et al, 1993), 
improving coping skills and self-reliance (Britton and Zarski, 1989). Support groups 
(Frierson et al, 1987 ; O’Donnell and Bernier, 1990) and ‘buddy systems’ (Christ and 
Weiner, 1985) have given emotional and practical assistance also. These agencies 
have challenged traditional medical approaches in conceptualising the ‘patient’, 
which has resulted in increased emphasis in equal status of doctors and YGMHIV 
(Jue, 1994). However health care professionals are not immune to the physical and 
psychological effects that HIV has had on the way we treat YGMHIV. Many 
report of being afraid of contracting HIV in the course of their work (Blumenfield 
, 1987 ; Silverman, 1993) and are, in fact, more vulnerable to physical and emotional 
consequences from exposure to death and dying (Miller, 1991 ; Silverman, 1993). 
Modem medicines ultimate ineffectiveness in the reality of no cure or methods to 
increase the immune system against disease, is heightened with failings of newly 
marketed drugs (Frierson et al, 1987). The limitations of physical care offered by 
health care professionals increases feelings of loss of control and despair for 
YGMHIV, damaging their relationships with these professionals (Lippmann et al,
1993) and reducing a sense of self-worth.
The YGMHIV can be seen almost as vulnerable children who desire to merge 
with omnipotent figures such as health care professionals in order to fulfil 
idealized needs (Cohen and Abramowitz, 1989). Clinical psychologists can help 
advise health professionals and YGMHIV to establish a client empowered 
approach that will maintain his right to self-determination and ability to maintain
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his own life (Jue, 1994). Long term survivors report that a doctor-patient 
relationship that is seen as ‘a partnership between equals’ is most favourable 
(Rabkin et al, 1993 ; Jue, 1994). However it has been a major challenge to 
provide this service that can ‘fit’ the shifting, multiple and fragmentary nature 
of the YGMHIV’s needs.
Conclusion
Although family of birth has surfaced as a pronounced form of support in chronic 
illness research (Moos and Schaefer, 1977 ; Moos, 1984 ; Rolland, 1985) this trend 
may not be generalizable for YGMHIV (Christ and Weiner, 1985). Research on HIV 
consistently shows the benefit of perceived support from the family of choice and 
peers (Haney, 1988 ; Stulberg and Smith, 1988 ; Wardlow, 1994). However many 
milestones of illness and the ensuing personal crises occur when a person is in hospital 
(Johannet and Muskin, 1990) indicating this support system may be of critical 
importance in the provision of care and maintaining psychological well-being.
The caring system of YGMHIV needs to have a flexibility of interrelated roles 
which reflects his complexity of identity and affinity to multiple social groups. 
Understanding this phenomenon of ‘needs and fit’ may assist support systems in 
understanding those they care for and help plan interventions which will be beneficial 
throughout the disease process. The untimely losses associated with seropositivity, 
repeated attempts at making sense of the unknown and deficient responses from others 
in the social milieu leads to fragmentation of identity. Allowing the YGMHIV to 
organize social support around issues and significant others defined by himself as 
important is critical in effective provision of care (Deverall and Prout, 1995) and can 
be facilitated by a constant, empathie relationship with a clinical psychologist. This 
individualistic approach prevents further marginalization of individuals already 
stigmatized by sexual or health status and promotes psychological well-being (Hardy 
and Remien, 1992). Therefore an evolving sense of self in relation to others can be 
created by the YGMHIV that has meaning, definition, unity and purpose.
182
Literature Review
Review Conclusion
The identity process of YGMHIV has multiple, conflicting and stigmatising 
variables which will vary according to age, stage of life, point of disease progression 
, accomplishments and future goals (Murphy, 1989 ; Edwards, 1992 ; Radley, 1994).
A balanced, cohesive and valued personal identity has a significant effect on 
psychological well-being (Wolf, 1988 ; Paradis, 1993) which is important to general 
health and life-expectancy for the YGMHIV (Hardy, 1991 ; Remien et al, 1992 ; Jue,
1994). A major difficulty for the YGMHIV is establishing an identity that is not 
subsumed by the socially stigmatising elements of gay and / or HIV status (Sontag, 
1989). In the context of greater homophobia there is noted to be a tendency to forge 
solidarity on the basis of shared, but not identical histories or social positions 
(Martin, 1993). Clinical psychology argues against totalling identities which can 
conceal important differences between YGMHIV and make certain issues difficult 
to address in the identity process (Deverall and Prout, 1995). Instead interventions 
that acknowledge and allow differences within the identity (Haraway, 1990) allows 
greater meaning-making and valuation of the evolving personal identity.
The concern that motivated this review was that the YGMHIV may have insufficient 
or incomplete relationships with any support system such as family of birth, family 
of choice or health care professionals (Gonsiorek and Rudolph, 1991 ; Walker, 1991 
; Britton et al, 1993). This would potentially leave him without sufficient status to 
receive adequate physical care and psychological support (Britton et al, 1993) 
producing a confounded sense of his identity and render him vulnerable to the 
effects of significant others (Ankrah, 1993 ; Seeley et al, 1993). However this 
review indicates that it may be the concept of affinity to a number of social groups 
that will allow more effective, flexible and creative provision of support and meeting 
of needs (Alone and Kopreck, 1993). Forms of identity and community can be 
perceived as chosen, negotiated and achieved, not simply given (Haraway 1990 ; 
Deverall and Prout, 1995). The idea of affinity emphasises the importance of building 
unities rather than naturalizing them (Haraway, 1990 ; Martin, 1993). The YGMHIV 
may benefit from a therapeutic relationship that will help him negotiate the various 
sources of support, accepting the strength and limitations of each (Stulberg and
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Buckingham, 1988). Indeed many long term survivors report a tendency to have active 
coping in relationships which may help maintain feelings of responsibility and control 
over their lives (Jue, 1994). Trying to define a normative profile of informal AIDS 
care just does not do justice to the creativity YGMHIV may have in meeting their needs 
or the many caregivers who deviate from it (Britton et al, 1993 ; Butters et al, 1993). 
Exploration into what the ‘family’ may need to maximise their potential support is 
important and established by working through feelings, becoming competent and 
available (Britton et al, 1993 ; Jue, 1994). Few other chronic conditions demand such 
flexibility and adaptability in the evolution of personal identity by the individual and 
members of their ‘families’ as effective care systems. A constant, close and 
empowering relationship for YGMHIV with a clinical psychologist may help navigate 
the multifarious resources and relationships, via a number of ‘families’, thus 
maintaining meaning of identity and affinity within social support groups.
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Appendix
1. Coyle (1991) Identity can be seen as “the individual’s constatai of their sexual 
preference, their reactions to it and the changes that they have wrought in their 
personal narratives and in their relationships with their social world because of i t , 
either directly or indirectly” (p. 154).
2. Sexual activity between males is the primary HIV risk factor for one third of 
young male cases of AIDS (Centers for Disease Control-CDC 1992) and accounts 
for two thirds of AIDS cases among males suggesting that infection is most likely 
in adolescent and young male adulthood (Hunter and Schaecher 1990 ; Miller et al
1990 ; Hoover et al 1991). Coming out is an important developmental process that 
could place the young gay male at increased risk of HIV due to inexperience in 
establishing or maintaining relationships and reduced personal resources compared 
to older adults (Martin 1982 ; Rotheram-Borus and Phinney 1987 ; Stricoff et al
1991 ; Rotheram-Borus et al 1995). Coping strategies of misusing substances or 
fathering a child, both related to unprotected sex, may place the YGM at greater 
risk of HIV infection (Martin 1982 ; Hetrick and Martin 1987 ; Hunter and 
Schaecher 1990 ; Rotheram-Borus et al 1995). Three patterns of increased risk 
of HIV in the YGM have been identified in several studies noticeably from 
subgroup populations of volunteers (Roesler and Deisher 1972 ; Remafedi 1987
; Rotheram-Borus et al 1994). Firstly, it appears that YGM are more likely to 
‘barter’ sex and have multiple male sexual partners ( Roesler and Deisher 1972 ; 
Remafedi 1987 ; Rotheram-Borus et al 1994). Secondly, YGM are more likely 
to engage in risky sexual behaviours than are older gay men (Joseph et al 1989 
; Ekstrand and Coates 1990 ; Hays et al 1990 ; Kelley et al 1990). Thirdly, 
substance misuse is high in young gay men and is reported to be associated with 
an increased tendency to risky sexual behaviour (Fullilove et al 1990), and is 
linked to HIV in gay men (Penkower et al 1991 ; Rotheram-Borus et al 1994). 
However research has shown that it is difficult to make generalisations about the 
HIV population as it is so diverse and it is recognised here that identifying as a
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young gay man does not include all men who have sex with men. This subgroup 
of YGMHIV is then suspected to be large and with specific needs worthy of 
consideration.
3. Disclosure may be compartmentalised (as when none of the people that know an 
individual is gay, know the people who do not know that he is gay) or 
collusion-disclosed (where the person to whom disclosure has been made agrees to 
keep the information secret).
4. For example race and ethnicity are important variables in the coming-out process. 
Ethnic groups can provide traditions, culture, financial security and protection that 
may be lost. Culture barriers also include facts that African Americans and Hispanic 
youths face the increased risk of violence by their own communities in coming out 
(Hunter and Schaecher 1995).
5. Uncertainty of HIV as a chronic illness is worsened due to high mortality rate, 
relatively recent discovery of the virus, its effect on multiple organs / systems of 
the body, acute infection episodes and the variable drug side effects (Green 1993). 
The YGMHIV has much to adjust to : the life threatening diagnosis ; obtaining 
concrete services ; organisation to meet needs for care ; managing reactions of 
children / parents / siblings to illness / death ; future planning for loss and 
bereavement ; reorganisation of family functions after loss (Tiblier, Walker and 
Holland 1989).
6. Levine (1990) defines it thus “family members are individuals who by birth, 
adoption, marriage or declared commitment share deep, personal connections and 
are mutually entitled to receive and obligated to provide support of various kinds to 
the extent possible, especially in times of need” (p.36).
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Small Scale Research and Research on Placement. Year 2 : 
Perceived Stress and Social Support of Nursing Staff on the 
Children’s’ Ward of a Local Hospital
Abstract : This study utilized the transactional model of stress. This model perceives 
stress to be a product of complex and dynamic interactions between the individual and 
his / her environment, when there is an imbalance between demands and resources. 
The perceived stress and social support of nurses on a children’s’ ward of a local 
hospital were examined. An anonymous research package for each nurse included the 
Perceived Stress Scale (PSS) with rank ordering of perceived and desired social 
support. There was a response rate of 12 participants (35% of the total population), 
therefore caution is needed in generalizing results. The results showed that the nurses 
do report more perceived stress than the general population. Nurses reporting less 
perceived stress do report using significantly more types of social support at work, but 
no further support was reported to be desired by the nurses.
Part One : Introduction
1 : 1 The Interactional Model of Stress and the Nursing Profession
Stress can be defined either in terms of the stimulus (life event) or the individuals’ 
response to it (physiological, behavioural, cognitive and / or emotional) (Selye, 1956 ; 
Holmes and Rahe, 1967 ; Cox, 1988). However more recent research has focused on 
the transactional model (interactional model) of Lazarus and his colleagues (Lazarus 
and Launier, 1978 ; Lazarus and Folkman, 1984). Stress is seen as a product of 
complex and dynamic interactions between the individual and his / her environment 
when there is an imbalance between demands and resources. The transactional model 
basically predicts that people will respond differently to the same stressful situation 
depending on its meaning for them (memory of similar past experiences and associated 
effect) and the amount of confidence they have in their ability to cope with it
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(expectation about consequences of actions) (Arnold, 1970 ; Lazarus and Folkman, 
1984 ; Ellsworth and Smith, 1988). This assignment of personal meaning is viewed as 
a type of cognition but is not necessarily conscious, verbal, deliberate or rational (Cox 
and Mackay, 1976). The cognitive appraisal is then a two fold process of evaluating 
an event with respect to its significance for a person’s well-being and the intensity of 
emotion experienced (Lazarus, Kanner and Folkman, 1980 ; Lazarus and Smith, 
1988). Lazarus’ model begins when the person evaluates a particular situation 
(primary appraisal) as to whether negative or positive outcomes may occur in the 
encounter. The secondary appraisal is then the individuals’ attempts to define what 
coping options are available such as internal or external resources or responses. The 
model is transactional (interactional) in that the available coping resources have a 
strong influence on the future appraisal of the event as stressful (Figure 1). 
Occupational stress, such as that experienced in the nursing profession, can be defined 
as the interaction of work conditions with characteristics of the worker such that the 
demands of work exceed the ability of the worker to cope with them. Nurses have 
been under increasing examination regarding their stress due to their perceived 
vulnerability (Marshall, 1980 ; Terry, 1987). Some research has focused on the 
individual nurses’ internal traits such as elements of personality, including ‘emotional 
strength’ (Hirschfeld, Klerman, Lavori, Keller et al 1989), ‘neuroticism’ (Wilhelm and 
Parker, 1989) and self-esteem (Miller, Kreitman, Ingham and Sashidharan, 1989). 
There are some variations of the degree of stress reported by nurses within different 
types of specialised areas in nursing (Oehler and Davidson, 1992 ; Parker and Kulik, 
1995), different hospitals, health authorities and countries (Peiro, Preito, Melia and 
Luque, 1995). Others have argued that external sources of stress are more significant 
as they are globally constant throughout the nursing profession (Terry, 1987 ; 
Eastburg, Williamson, Gersuch et al, 1994 ; Taunton, Kleinbeck, Stafford, Woods et 
al, 1994 ; Schmeider and Smith, 1996). Fitter (1987) summarised eight potential 
sources of stress which present as recurrent themes in the literature and reviews of 
nursing stress :
- Responsibility for patients well being.
- High workload with exceptionally high peaks.
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Figure 1 : The Interactional Model of Stress and Coping (Cox, 1988)
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- Arduous nature of the work
- Shift work, overtime and covering for absent colleagues.
- Interpersonal conflict (especially doctors).
- Responsibility for training and instructing others.
- Unpredictability and uncertainty.
- Keeping up with change.
The difficulty and attractiveness of the transactional model is its flexibility (Cox, 1988). 
The model presents stress as the combination of personal issues and concerns, which 
change over time, as well as the resources and responses that a person can call upon in 
times of stress, which also change over time.
1 : 2 Coping as an Interactional Process and the Nursing Profession
Coping is also a complex combination of cognition’s and behaviours that people use to 
deal with stress. Lazarus’ transactional model of coping recognizes that a personalized 
collection of problem-focused and emotion-focused strategies are used. Our coping 
efforts, whether directed at the problem or towards ourselves, in turn affect our 
ongoing appraisal of the stressor (Folkman and Lazarus, 1988a, 1988b). 
Problem-focused coping involves dealing with the stressful situation rather than with 
the emotions it generates. These strategies can involve manipulation of the situation, 
but can also be turned inward to change something about oneself rather than the 
environment (Folkman, Lazarus, Dunkelschetter, DeLongis and Gruen, 1986). This 
includes changing one’s level of aspiration, finding alternative sources of gratification 
and learning new skills. Unrecognised stress in nurses may result in reduced job 
satisfaction (Chiriboga and Bailey, 1986), decreased feelings for clients (Pines and 
Aronson, 1981 ; Chiriboga and Bailey, 1986), and possibly leads to nurses leaving the 
profession (Landisbergis, 1988 ; Anderson, 1991 ; Parker and Kulik, 1995). The 
nursing turnover rate appears to exceed those for women employed in other fields 
(Harris, 1989).
In situations of chronic stress we often use emotion-focused coping to maintain hope 
and to keep up our morale so that we can continue to function (Folkman and Lazarus, 
1988a, 1988b). Emotion-focused forms of coping are more likely to occur when a
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person is experiencing a high level of stress and has decided that nothing can be done 
to modify the threatening conditions (Lazarus and Smith, 1988). Some emotion- 
focused strategies reported by nurses are behavioural (McCrane, Lambert and 
Lambert, 1987) and others cognitive (Freud, 1915 ; McElroy, 1982). These 
mechanisms, however, tend to be relied upon more heavily by nurses resulting in the 
multifaceted phenomenon of burnout involving emotional exhaustion, 
depersonalization and feelings of low personal accomplishment (Maslach and Jackson, 
1986 ; Oekler and Davidson, 1992). Almost everyone uses both emotion-focused and 
problem-focused strategies to deal with virtually every stressful encounter (Folkman 
and Lazarus, 1980 ; Folkman et al, 1986). The core point of the personal element in 
the transactional model of stress is that cognitive appraisal leads to coping (through 
changes in attention, meaning and actual circumstances), which leads to changes in 
person-environment relationships, which in turn leads to different emotions (Folkman 
and Lazarus, 1988a, 1988b ; Lazarus and Smith, 1988).
1: 3 The Interactional Model of Social Support and the Nursing Profession
Over the past two decades many studies have examined the importance of social 
support (Hobfoll et al, 1990 ; Ogus, 1990). Social support is difficult to define as it is 
conceptually ambiguous and has multiple meanings attributed to it (Thoits, 1982 ; 
Brownell and Shumaker, 1984 ; Sullivan and Poertner, 1989). This may be because it 
has been conceptualised in the varying perspectives of psychology, sociology, 
anthropology and epidimiology (Sarason et al, 1990) making it difficult to compare 
results and integrate findings (McIntosh, 1991). It is described in this study as 
“perceived by the recipient or intended by the provider to facilitate coping in everyday 
life and especially in response to stressful situations (Pierce, Sarason and Sarason, 
1990). The content of the support may be emotional, instrumental, informational and / 
or appraisal assistance (House and Kahn, 1985) and at work exists through 
professional relationships with supervisors and colleagues (House, 1981 ; Buunck, 
1990). Social support can be seen to have a number of different dimensions as it may 
be perceived / received, vary in stability / duration, be unidimensional / bidirectional, 
have positive / negative features (McIntosh, 1991). The transactional model of social 
support which is preferred in this study however, is eclectic in that it perceives social
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support as a complex, ongoing, interactive process between the person and his /  her 
social network within an ecological context (Vaux, 1988) (Figure 2).
In stress models, social support is typically hypothesised to have direct (main) and / or 
buffer (moderating) effects (House, 1981 ; Cohen and Wills, 1985). Direct effects 
involve changing the degree of stress that an actor perceives in a situation, or by 
directly affecting their well-being or coping (Jemmott and Locke, 1984 ; Lazarus and 
Folkman, 1984 , Krantz, 1985 ; Long, 1990). The perception of stressors is a result of 
the relationship of social support with an individual’s appraisal. This form of support 
can increase a sense of control experienced by the individual via provision of 
instrumental aid / advice. It may also involve provision of feedback that connotes 
caring, understanding or affirmation, therefore reducing the experience of distress 
(Thoits, 1986). This may further directly enhance well-being through increased self­
esteem, bolstering morale or simply providing a sense of being affiliated and cared for 
(Heller, Swindle and Dusenbury, 1986 ; Melamed, Kushnir and Meir, 1991). At work 
this support is experienced most strongly from supervisors when individuals are under 
obvious acute stress, and it is correlated with a resulting sense of accomplishment 
(Peters and Austin, 1985 ; Fong, 1990), raised reports of job satisfaction and general 
well-being (Kahn and Byosiere, 1992 ; Terry et al, 1993). Greater quality and quantity 
of supervisor support has been particularly valued in reducing stress for nurses 
(Decker, 1985 ; Leiter, 1988 ; Schmeider and Smith, 1996).
In contrast, the buffering effects of social support at work are the moderating 
relationships experienced between levels of stress and strain (Cohen and Wills, 1985). 
Social support therefore provides mutual support and recognition which can serve as 
protective buffers against stress (Wortman and Dunkel-Schetter, 1987 ; Ogus, 1990). 
There are a number of possible mechanisms for the beneficial effects of 
‘embeddedness’ in a social network including the facilitation of the development of 
feelings of predictability and stability, the maintenance of positive affective state, and 
the provision of status support through social recognition of self-worth (Cohen and 
Wills, 1985). This buffering form of social support may then appear to distract the 
individual s attention from the stressor thus enabling reinterpretation so it is less 
threatening (Thoits, 1986). This form of support is more significantly experienced 
from ones work colleagues and is negatively related to depersonalisation (Stewart,
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Figure 2 : Social support as a transactional process subject to person and contextual 
influences (Vaux. 1988),
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1993). The extent to which nurses could count on help from co-workers has been 
shown to influence their attitudes about their jobs, affect their mental health and 
improve self-esteem and / or motivation (LaRocco, House and French, 1980). 
Therefore the social support literature appears to emphasise a ‘direct effect’ of social 
support for an individual’s general health and a ‘buffering effect’ on the relationship 
between stressors and strains (Unden, Orth-Gomer and Eloffson, 1991 ; Unden, 1996). 
Social support is then most likely to reduce the negative effects of stress if the 
availability of support is able to address the needs of the individual. However, the 
availability of support is determined by the quality of relationships one has with one’s 
supervisor and co-workers (Thoits, 1986). These findings emphasise the importance 
for nurses of appropriate social support for perceived stress at work. Therefore efforts 
have been directed toward reducing anxiety and job stress, and increasing co-worker 
support, especially for less experienced nurses in the hope that it might decrease stress 
and the experience of burnout (Godbey and Courage, 1994).
1: 4 Hypotheses of the Study
The literature review presents the transactional model of stress, coping and social 
support for nurses. The review then sets the scene for understanding the nurses on the 
Childrens’ Ward in regards to their perceived stress and social support. Nurses have 
been highlighted as experiencing specific work related stress and to utilize social 
support as a form of coping in a unique way. This study aims to evaluate the 
perceived stress for a particular ward and evaluate what social support is used or 
desired to help with these stresses.
Hypothesis 1 : Nurses on the children’s ward report higher than average levels of 
perceived stress.
This aim of the study is to establish on a recognized psychometric measure what the 
level of perceived stress was for the nurses on the Children’s ward. Although it was 
expected that their report might be higher it was seen as important to compare their 
scores with the general population on a standardized measure.
Hypothesis 2 : Nurses reporting lower levels of perceived stress will report 
utilizing more types of social support, particularly at work.
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This aim is to establish whether nurses reporting lower levels of perceived stress report 
having utilized more sources of support to help them manage their stress. It is 
expected that there will be variation in reported perceived stress between the nurses. 
Therefore the measures that are most frequently reported by the nurses will be 
compared for those nurses that report lower and higher levels of perceived stress. 
Hypothesis 3 : Nurses reporting high levels of perceived stress will report desiring 
more types of social support, particularly at work.
Lastly, the study aims to explore what forms of social support the nurses would like to 
utilize in the future to help them manage their stress at work. Therefore some 
indication will be given as to what forms of social support at work the nurses may or 
may not desire.
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Part Two : Methodology 
2 : 1  Proceedure
2:1:1 The Research Proposal Process
Concern was raised in the Psychiatric Liason meeting regarding the high levels of 
stress believed to be experienced by the nurses on the Childrens’ Ward and the nurses 
use of social support to help them manage this stress. The Psychiatric Liaison meeting 
consisted of a number of senior medical, psychological and nursing staff of the NHS 
Trust which met every other month to explore issues relating to the mental health 
service provision within the NHS Trust. The aforementioned concern lead to a 
number of suggestions to be put forward to somehow support the nurses. However at 
that point in time the nurses had not been consulted regarding their thoughts, ideas and 
wants. It was proposed by my placement supervisor and myself, that some small scale 
research take place in order to assess the nurses regarding stress levels and to explore 
methods of present and preferred coping. The protocol was agreed after agreement 
with the Consultant Child and Adolescent Psychiatrist, Nurse Manager and Ward 
Manager. It was agreed that anonymity was important to the nurses co-operation, so 
the study was designed to be anonymous but mandatory. A proposal form for the 
Local Research Ethics Committee of the NHS trust in which the researcher was 
working was construed and approved on 14.2.97 (appendix 4).
2:1:2 The Research Proceedure
The researcher attended two ‘nursing handovers’ at which one shift of nurses reported 
to the next shift. This was an opportunity for me to experience the work atmosphere, 
but also to explain who the researcher was and what the study was about. Questions 
were encouraged at this time within the group and while the researcher sat in the office 
afterwards for 30 minutes each time. The research package provided to each nurse 
included an introductory letter about the study ; the questionnaire ; a self-addressed 
envelope to the researcher for internal mail (appendix 5). The researchers’ name and 
contact address /  number were made available on each questionnaire. The package 
was then placed in each ‘pigeon hole’ for internal mail, with extra packages left in the
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was then placed in each ‘pigeon hole’ for internal mail, with extra packages left in the 
care of the ward manager. A completion period was noted in the introductory letter 
for each nurse to motivate quicker completion of the documents. After an initial period 
of three weeks the researcher returned to the ward and left extra questionnaires for the 
nurses in the hope of increasing the rate of reply. The researcher also met with the 
ward manager to promote enthusiasm for greater completion of the questionnaires.
2 : 2 Instruments
2 : 2 : 1  Measure of Stress
Measures of stress have recorded subjective and objective factors with varying results 
(Lazarus, 1977 ; Goldberg, 1978 ; Livingston, 1985 ; Pearson, Verma and Nellett, 
1988). The Perceived Stress Scale (PSS) is a measure of global stress used in general 
studies of stress (Cohen, Kamarck and Mermelstein, 1983). The 14 items of the PSS 
are presented in appendix 1. PSS scores are obtained by reversing the scores on the 
seven positive items, e.g., 0=4, 1=3, 2=2, 1=3, 0=4, and then summing across all 14 
items. Items 4, 5, 6, 7, 9, 10 and 13 are the positively stated items. The questions are 
quite general in nature and hence relatively free of content specific to any sub­
population group. As a global measure it is sensitive to chronic stress deriving from 
ongoing life circumstances, to stress from expectations concerning future events, to 
stress from events not listed on a particular life-events scale and to reactions to the 
specific events included on any scale.
The PSS was designed for use with community samples with at least a junior high 
school education (up to 16 years in full time education). The items are easy to 
understand and the response alternatives are simple to grasp. The Cohen et al (1983) 
statistics were collected from two samples of college students and one more 
heterogeneous group enrolled in a smoking cessation programme. The first sample of 
college student respondents were 332 (121 males, 209 females) in number, with a mean 
age of 19.01 years. The second sample of college students were 114 (60 males and 53 
females) in number, with a mean age of 20.75 years. The smoking cessation sample 
(approximately one third of the way through their treatment programme) were 64 (27 
males and 37 females) in number, with a mean age of 38.4 years. These samples are
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generally younger, more educated and contain fewer minority members than the 
general population. Norms for the PSS have been established for a ‘general 
population sample of 960 men and 1,427 women over the age of 18 years (Cohen and 
Williamson, 1988) and these are the norms that are referred to in this study. The 
internal consistency, as assessed by Cronbach’s alpha, was 0.84, 0.85 0.86 in three 
samples tested by Cohen et al (1983) and 0.75 in Cohen’s and Williamson’s general 
population study of 1988. Evidence of concurrent validity is found in studies of 
college students where there were modest correlations (0.17 to 0.39) with ‘number of 
life events’ and slightly greater correlations (0.24 to 0.49) with ‘impact of life events’ 
(Cohen et al, 1983).
The PSS has been used in some studies of care givers. It was found to be a better 
predictor of mental and physical health for spouse caregivers of persons with brain 
injuries than was a traditional measure of caregiver burden (Chwalisz and Kisler, 
1995). A few other studies have also used the PSS to measure subjective stress of 
caregivers (Celia, Perry, Kulchycky and Goodwin, 1988 ; Chwalisz, 1992 ; Gallagher- 
Thompson, Brooks, Bliwise and Leader, 1992). Therefore the global measure of the 
PSS appears to be useful in examining the role of non-specific appraised stress in the 
aetiology of disease and behavioural disorders and as an outcome measure of 
experienced levels of stress.
2 : 2 : 2  Measure of Social Support
There are persistent problems of conceptualisation, measurement and definition of 
social support (Beehr, 1985), resulting in a wide variety of instruments being 
formulated to measure it (Thoits, 1985). Many of the techniques used to assess social 
support suffer from poor reliability and validity (Dean and Lin, 1977) with few studies 
conducted to assess reliability and validity studies between studies (Cohen and Wills, 
1985). The Consultant Clinical Psychologist in appendix 2 was contacted regarding 
his publication of research with NHS employees. He had used a ranking scale of social 
support in his investigation of stress and social support amongst NHS staff in a 
Community Health NHS Trust (appendix 2). In this study this ranking method was 
mirrored, with a number of alternative relevant options specific to this population 
included (appendix 3). However there seems to be general agreement that measures of 
perceived support such as that used in this questionnaire are most appropriate for
220
________________________________  Small Scale Research
studies concerned with the effects of social support on psychological and physical 
health (Thoits, 1982 ; Cohen and Wills, 1985 ; Cohen, 1988).
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Part Three : Results
(Please note that in this results section test results were judged to be statistically 
significant if the probability was less than 0.05. Such tests must be viewed with some 
caution due to the number of tests being carried out (increasing the chance of error) 
and the small sample size (decreasing the chances of detecting significant differences 
due to low statistical power.)
3:1 Participants
The initial sample population consisted of the 37 nursing staff on the Children’s’ Ward 
of a large local General Hospital. There had been significant downsizing of the general 
hospital paediatric services so that the ward received a breadth of patients including 
babies, children and adolescents with medical and surgical complaints. It also received 
adolescents with mental health difficulties. Of the sample their status included 4 
students (11%), 12 health care assistants (32%) and 21 qualified members of staff 
(57%). Their ages ranged from 20 to 59 years and each had spent a variable amount of 
time working on the unit in part or full time employment. As there was only one man, 
gender was not requested in the demographic information so as to protect anonymity. 
At the time of investigation the population number altered as 2 students were moved 
to their next speciality and 1 qualified member of staff was absent due to maternity 
leave. Therefore the population of nurses available for sampling was 34.
The response rate was 12 nurses (35% total sample) and their basic demographic 
characteristics are shown on Table 1. This shows a range of different types of staff, 
with the majority being qualified nurses aged under 35 years of age, working full time 
for over 6 months. However 22 nurses did not choose to participate, and this low 
response rate may have been due to a number of factors. Some of these factors are 
known and some are inferred from discussions with the nurses. The ward manager 
informed me that some of the nurses had felt the questionnaire was not totally 
anonymous as they were identifiable by the amount of demographic information 
requested. One nurse reported to the ward manager that she was experiencing
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significant stress in her life and that the questionnaire was upsetting for her to complete 
and therefore refused to finish it. There are three other reasons why the nurses did not 
reply to the questionnaire that can be inferred. Firstly, approximately twelve nurses 
were spoken to individually after the nursing handovers. Therefore although the 
researcher tried to encourage interest and discussion amongst the nurses themselves, 
greater contact with the researcher may have yielded a greater number of returned 
forms. Secondly, while on the ward 3 nurses expressed low motivation towards the 
study or improving their situation. They suggested that what was really needed was 
more immediate funding and more staff for the ward. They commented on the 
departure of one of the nurses to work abroad, and on learning that the researcher was 
once a full time staff nurse expressed that too many nurses were just looking after 
themselves and “jumping ship”. Thirdly, although in the culture of psychology the 
presentation and reporting of stress is alluded to more frequently, this may not be true 
of other professions in the NHS. Two nurses reported not daring to disclose stress as 
they believed it would be a sign of their not being able to cope or poor mental health 
“just remember Beverly Allitt and that other nurse who worked in an intensive care 
unit”. By not including an exclusion sheet for the nurses to report why they did not 
want to take part in the study, these three issues can only be inferred from the informal 
communication discussed above.
The implications for the study in having a sample of only twelve participants is that it 
has limitations in its generalization to the other nurses on the Childrens’ Ward. It also 
reduces the comparability of the findings to the ‘normal population’ used in the design 
of the psychometric questionnaire utilized. The self-selected minority of nurses may be 
the nurses who spoke with myself or be those affiliated in some other way. The most 
stressed nurses may have not participated if they found the questionnaire too intrusive 
or time consuming. The less stressed nurses may have not responded as they may have 
not seen the questionnaire as relevant to themselves.
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Table 1 : Demographic Characteristics of the Study Sample
Number in the Sample Percentage of the Sample
Total 12 100%
Age Band
Up to 25 years 2 25%
26-35 years 5 42%
36-45 years 4 33%
46-60 years 1 8%
Status
Student Nurse 2 17%
Health Care Assistant 2 17%
Qualified Nurse 8 67%
Work Tvpe
Part-time 4 33%
Full-time 7 58%
Job share 1 8%
Period of time Employed
Less than 1 month 1 8%
1-6 months 3 25%
7-18 months 3 25%
More than 18 months 5 42%
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3 : 2 HYPOTHESIS 1 : Nurses on the children’s ward report higher than average 
levels of perceived stress.
The nurses on the Childrens’ ward have a fairly normally distributed range of scores 
between 12 and 37 on the Perceived Stress Scale. There was a sample population 
mean of 25.5 (SD + / - 7.28) which is higher than the ‘normal’ population mean of 
19.62 (SD + / - 7.49) as indicated by Cohen and Williamson (1988). However as 
already mentioned in 3 : 1 (and developed in 4 : 2) the population on which this 
measure of perceived stress was designed and tested, differs to the nursing population 
in significant socio-cultural terms. In Table 2 the PSS means and standard deviations 
for different samples and the female sub-group of these populations are noted. On 
observing this table it is evident that women score shghtly higher on the PSS than men. 
The nursing sub-group also appears to be less ' different from the other female 
populations.
The perceived stress score for each of the subgroups of age band, work title, type of 
employment and period of time spent working on the ward were calculated (see Table 
3). Due to the small number of respondents the non-parametric procedure of Kruskal- 
Wallis One-Way Analysis of Variance was applied to these figures. As there was only 
one respondent in two of the demographic subgroups, these individuals were merged 
into the closest subgroup. Therefore the subgroup of age band ‘46-60 years’ was 
merged with the ‘36-45 years of age’ subgroup, and the one respondent whose job type 
was a job-share was merged with the part-time employees. There is no significant 
difference between the noted sub-groups of the nurses. The nurses who are in the 
youngest age band (under 25 years) report a mean score on the PSS of 17.5 which is 
the lowest in the sample and more than 1 SD below the mean (25.5, SD7.28), but not 
significant at the 0.05 level. The nurses who have worked on the ward for a period 
between 7-18 months report a mean score on the PSS of 33 which is the highest in the 
sample and more than 1SD above the sample mean (25.5, SD 7.28).
The perceived stress scores were evaluated in relation to predominant origin of stress 
at home or at work, whether stress recognized by the self or another, rating of 
satisfaction in work and any changes in satisfaction in work (see Table 4). Due to the 
smaller number of respondents the non-parametric procedure of Kruskal-Wallis One-
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Way Analysis of Variance was applied to these figures. There is no significant 
difference between these subgroups of nurses.
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Table 2 : The PSS of 5 Different Studies
Sample Total
Sample
Number
Total
Sample
Mean
Total
Sample
Standard
Deviation
Number
of
Females
Female
Mean
Female
Standard
Deviation
Study sample 
of Nurses
12 25.5 7.28 12 25.5 7.28
Cohen and 
Williamson 
(1988) sample
2,387 19.6 7.49 1, 427 21.5 5.44
Cohen et al 
(1983) first 
College sample
332 23.2 7.31 209 23.6 7.55
Cohen et al 
(1983) second 
college sample
114 23.7 7.79 60 25.7 6.20
Cohen et al
(1983)
smoking
cessation
sample
64 25 8.00 37 25.6 8.24
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Table 3 : The Perceived Stress Score Means for Demographic Groups
Number of 
Participants
Mean Score on the 
Perceived Stress 
Scale
Significance
Total Sample 12 25.5 (SD+/- 7.28)
Age Band N.S. (x2=3.37, p=0.19)
Up to 25 years 2 17.5
26-35 years 5 29.4
35-60 years 5 24.8
Work Title N.S. (x2= l . l l ,  p=0.29)
Not Qualified Nurses 
(students / health care 
assistants)
5 21.6
Qualified Nurses 7 27.7
Tvpe of Employment N.S. (x2=2.38, p=0.12)
Part-Time (part-time / 
job share)
5 22.4
Full-time 7 27.7
Time on the Ward N.S. (x2=4.86, p=O.O9)
Less than 6 months 4 23.8
7-18 months 3 33
More than 18 months 5 22
N.S. = Results not significant at the 0.05 level.
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Table 4 : The Perceived Stress Score Means in Relation to Other Stress Factors
Number of 
Participants
Mean Score on the 
Perceived Stress 
Scale
Significance
Total Sample 12 25.5
Source of Stress N.S. (x2=0.26, p=0.61)
Work 8 24.5
Home 4 27.5
Recognition of Stress N.S. (x2=0.53, p=0.47)
Self 11 25.2
Other 1 29
Satisfaction from 
Work
N.S. (x2=2.53, p=0.28)
Little 2 29.5
Quite a Lot 7 27
Very Much 3 19.3
Change in Satisfaction N.S. (x2=2.9, p=0.14)
Always the same 9 23.2
Seasonal 3 32.3
N.S. = Results not significant at the 0.05 level.
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3 : 3 HYPOTHESIS 2 : Nurses reporting lower levels of perceived stress will report 
utilizing more types of social support, particularly at work.
The social support reported to be utilized in the last month is displayed in Table 5. The 
first column of data indicates how many nurses reported using that particular method 
of support and the second column of data indiciates the percentage of nurses reported 
to use that support measure. The sources of social support were fiirther differentiated 
as to whether they occurred at or outside work. Five forms of social support were 
categorized as support based outside the work place namely : talking with family / 
partner / friends ; seeing my G.P. ; seeing my minister of religion ; access to written or 
taped information on coping with stress ; joining a stress management group. The 
remainder were categorized as social support measures that occur at work.
The number of measures utilized at work are displayed on Table 6 according to 
demographic criteria. The nurses who were aged between 36-60 years of age reported 
a statistically significant difference in their utilizing more social support at work than 
the other age categories (x2=7.83, p=0.02). The nurses were divided into 2 sub-groups 
of nurses who scored at and / or above one standard deviation higher than the ‘normal 
population mean (i.e. 27.1) (see Table 7). This was done so to observe the group in 
terms of those nurses perceiving themselves to have more stress than others and higher 
levels compared to the ‘normal population’. Due to the smaller number of respondents 
the non-parametric procedure of Kruskal-Wallis One-Way Analysis of Variance was 
applied to these figures. There was no significant difference between the Perceived 
Stress Scores and the number of types of social support utilized at work (x2=9.31, 
p=0.16). However nurses who scored below 27 on the PSS reported using more 
measures of social support in the work place which was statistically significant 
(x2=7.21, p=0.01).
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Table 5 : Social Support Reported to be Utilized in the Last Month in Order of 
Preference
Source of Support Number of Staff 
Reported to Use this 
Support
Percentage of Staff 
Reporting 
to Use this Support
1. Talk to friends / partner / family 12 100 %
2. Talk with a colleague in my ward 10 83.3%
3. Talk with a senior staff member 9 75 %
4. Participate in ward meetings 8 67%
5. Participate in Paediatric Liason 
Meeting with X
5 41.7%
6. Attend a ward outing 4 33%
and
Talking with a colleague from another 
department
4 33%
7. Go to Occupational Health 2 17%
8. Seeing my G.P. 2 17%
and
Seeing a minister of religion 2 17%
9. Access to written or taped 
information on coping with stress
2 17%
10. Joining a Stress Management 
Group
2 17%
11. Seeing a psychologist or 
psychotherapist employed by the trust
2 17%
12. Being seen by a therapist / 
counsellor from a Neighbouring 
district
2 (17%)
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Table 6 : Mean Numbers of Social Support Measures at Utilized at Work 
According to Demographic Groups
Number of 
Participants
Mean Number of 
Social SuDDOits 
Utilized at Work
Significance
Total Sample 12 3.9
Age Bands (x2=7.83, p=0.02)*
Up to 25 years 2 0.5
26-35 years 5 3
36-60 years 5 6.2
Work Title N.S. (x2=0.02, p=0.87)
Not Qualified Nurses 
(students / health care 
assistants)
5 3.8
Qualified Nurses 7 4
Tvpe of Emnlovment N.S.(x2= 1.32, p=0.25)
Part-time (part-time / 
job share)
5 4.8
Full-time 7 3.3
Time on the Ward N.S.(x2=2.05, p=0.36)
Less than 6 months 4 3
7-18 months 3 3.7
More than 18 months 5 4.8
N.S. = Results not significant at the 0.05 level.
* = Results significant at the 0.05 level.
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Table 7 : Comparison of Perceived Stress Score Subgroups to the Number of 
forms of Social Support Utilized
Samples Number
of
Nurses
Mean Number of 
Social Support 
Measures Utilized 
Outside Work
Mean Number of 
Social Support 
Measures Utilized 
at Work
Mean Number of 
Social Support 
Measures Utilized
Total Sample 12 1.6 3.9 5.6
Perceived stress 
score below (27)
5 3.4 5.8 (x2=7.21,
p=0.01)*
8.2
Perceived stress 
score at and / or 
above (27 )
7 2.0 2.5 3.5
* = Result significant at the 0.05 level.
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3 : 4 HYPOTHESIS 3 : Nurses reporting high levels of perceived stress will report 
wanting more types of social support, particularly at work.
The social support reported to be desired in the future is displayed in Table 8. The first 
column of data indicates' how many nurses reported desiring that particular method of 
support and the second column indicates the percentage of the sample that reported 
desiring that support measure. The desired forms of social support at work were also 
noted in regards to the demographic groups (Table 9). There was however no 
significant difference within the sample.
There was no significant correlation between the Perceived Stress Scores and the 
number of types of social support desired at work. Individuals who desired the mean 
number of types of social support, or more, were compared to those who desired 
minimal numbers of supports the Perceived Stress Scale, however there was no 
significant difference. The nurses were divided into sub-groups of those nurses 
reporting higher perceived stress scores when compared to the ‘general population’ 
(see Table 10). The group was divided into two as those nurses who scored at and / or 
above one standard deviation higher than the ‘general population’ mean (i.e. 27.1). In 
contrast to the hypothesis, the nurses who reported lower levels of perceived stress 
were the nurses who desired more social support outside work (x2=7.21, p=0.007) and 
more social support generally (x2=5.79, p=0.02). There was no significant statistical 
difference regarding the number of social supports desired at work.
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Table 8 : Social Support Reported to be Desirable in the Future in Order of 
Preference
Source of Social Support Number of Staff 
Renorted to Desire 
Social Support
Percentage of Staff 
renorted to Desire 
Social Support
1. Talking with a senior staff member 10 83%
and
Talking to friends / partner / family 10 83%
2. Participating in the ward meeting 8 66.7%
3. Talking with a colleague in my 
ward
6 50 %
and
Participating in the Paediatric Liason 
Meeting with X
6 50%
4. Joining a Stress Management 
Group
5 42%
5. Seeing a Counsellor employed by 
the Trust
5 42%
6. Seeing a psychologist or 
psychotherapist employed by the 
trust
4 33%
7. Talking with a colleague from 
another ward
3 25%
8. Attending a ward outing 2 16.7 %
9. Access to written or taped 
information on coping with stress
2 16.7%
10. Going to Occupational Health 2 16.7 %
11. See a minister of religion 2 16.7%
12. Seeing my GP 2 16.7%
13. Being seen by a therapist in a 
neighbouring district
2 16.7%
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Table 9 : Mean Number of Social Support Measures Desired at Work According 
to Demographic Groups
Number of 
Participant
Mean Number of 
Social Supports 
Desired at Work
Significance
Total Sample 12 4
Age Bands N.S. (x2=4.35, p=0.11)
Up to 25 years 2 1.5
26-35 years 5 3.6
36-60 years 5 5.6
Work Title N.S. (x2=0.43, p=0.51)
Not Qualified Nurses 
(students / health care 
assistants)
5 3.8
Qualified Nurses 7 4.3
Tvpe of Emplovment N.S. (x2=1.15, p=O.28)
Part-time (part-time / 
job share)
5 4.8
Full-time 7 3.5
Time on the Ward N.S. (x2=1.81, p=O.4l)
Less than 6 months 4 3.5
7-18 months 3 3.6
More than 18 months 5 4.8
N.S. = Results not significant at the 0.05 level.
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Table 10 : Comparison of Perceived Stress Subgroups to the Number of forms of 
Social Support Desired
Samples Number
of
Nurses
Mean Number of 
Social Support 
Measures Desired 
Outside Work
Mean Number of 
Social Support 
Measures Desired 
at Work
Mean Number of 
Social Support 
Measures Desired
Total Sample 12 1.6 4 5.6
Perceived stress 
score below (27)
5 3 * (x2=7.21, 
p=0.007)
5.8 8.8 * (x^5.79,
p=0.02)
Perceived stress 
score at and / or 
above(27 )
7 0.7 2.9 3.5
* = Results significant at the 0.05 level.
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Part Four : Discussion 
4 :1  Summary of Hypotheses
HYPOTHESIS 1 : Nurses on the children’s ward report higher than average levels of 
perceived stress.
Nurses on the Children’s Ward do report a greater amount of perceived stress than 
members of the ‘general population’, however the nurse’s scores were similar to 
women of other studies that had utilized the PSS. The sample size was also small 
making generalizations from the study to the total Children’s Ward limited.
HYPOTHESIS 2 : Nurses reporting lower levels of perceived stress will report 
utilizing more types of social support, particularly at work.
The nurses in the sample reporting less perceived stress do report using significantly 
more types of social support at work. However there is no clear indication from the 
statistics completed of a significant difference between the subgroups of participants 
that enables results to be generalized to the population of the ward staff in total.
HYPOTHESIS 3 : Nurses reporting high levels of perceived stress will report 
wanting more types of social support, particularly at work.
There is no clear indication from the statistics completed of a significant difference in 
levels of stress experienced and social support desired in the future. There is in fact 
suggestion that the opposite of this hypothesis is true with those nurses reporting less 
stress desiring more social support in total and outside the workplace. However there 
is no clear indication about the significance of these findings for the whole population 
from the statistics completed.
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4 : 2 The Methodological Problems and Limitations of this Study
Before considering the implications of the results of this study it is necessary to 
examine some of the methodological problems and limitations of this study.
4 : 2 : 1  Sample
1. The low response rate of twelve participants from a population of thirty four limits 
the type of statistical analyses which can be carried out and means that caution is 
needed in generalizing the findings to the total ward staff population.
2. The sample of twelve nurses contains relatively lower numbers of health care 
assistants, inferring that particular caution is needed in generalizing the findings as the 
nurses in the sample are also unrepresentative of the total population structure.
3. No control group was used in this study with which to compare and make greater 
sense of the findings. Possibly using a control group of nurses on another ward would 
have improved this study.
4. The study was completed in the most stressful quarter of the year between January 
and March and therefore findings may be open to seasonal variation in reports of stress 
for nurses in general hospitals (Hare and Pratt, 1988).
5. The hospital where the study took place has experienced significant downsizing of 
the paediatric services into cramped and rundown facilities. The Children’s Ward had 
no ward manager for a significant period of time during these changes which may 
have affected the nursing voice, support and representation of the nurses issues. 
Therefore the perceived stress reported may be tainted with organizational stress 
factors for certain individuals on the Children’s Ward, and thus interfere with 
understanding the data collected. This factor is significant in that this study cannot be 
compared to similar studies about nurses and stress due to the unique status of the 
Ward.
6. There was also a ward audit being completed while this study was implemented, 
increasing the number of observers on the ward. This may have caused an increase in 
perceived stress for the nurses, with possible denial or internal pressure to perform
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well and appear to be coping well. This factor needs to be taken into consideration 
when comparing with the results of similar studies.
7. There was a relatively high number of refusals to participate (as noted in section 3 : 
1), but as no exclusion sheet was included in this study to note reasons why 
individuals did not wish to take part, there is no data about these individuals. It is 
therefore difficult to explain who these nurses are or know how to ask them further 
questions.
8. As noted in section 3 : 1, the concepts of ‘perceived stress’ and ‘social support’ 
appear to have meanings for the nurses that were not anticipated by the researcher. 
Therefore the study appeared to not inspire or motivate the nurses about their plight, 
but rather be received with suspicion, cynicism and refusal to participate. In the future 
possible greater discussion with the nurses in workgroups about their ‘perceived 
stress’ and ‘social support’, might help show sincerity, motivation and concern from 
the researcher in trying to improve the nurses work environment.
4 : 2 : 2  Instruments
1. Due to the perceived high stress and low morale of the nurses a brief, time limited 
questionnaire was favoured to maximize the response rate. This form of questionnaire 
has the advantages of low cost of data collection, low cost of processing and 
avoidance of interviewer bias. However it is therefore more prone to low response 
rate, misunderstandings due to no opportunity to explain questions and incompleteness 
(Oppenheim, 1992).
2. The questionnaire was designed to be anonymous, however the amount of 
demographic information requested meant that it could be possible to identify the 
individual nurses. As noted in section 3:1 identification of the nurses may result in 
lower response rate due to a threat to privacy, fear of being perceived as not being able 
to cope, fear of being labelled as mentally ill, fear of reduced support from others if 
seen to be needy and possible fear of loss of job. In the future it would benefit such 
studies as this to omit some of the demographic details requested and move this 
section possibly to the end of the questionnaire.
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3. Psychometric measures that are predominantly quantative have three main 
criticisms as methods of psychological research. Firstly, by determining the categories 
available for response, the approach imposes the researchers’ view of ‘how the world 
works’ and therefore studies can never do more than confirm or not confirm their pre­
conceptions (Harre, 1979). Secondly, there is the dangerous assumption that the 
researcher can ‘operationally define’ what statements actually mean (Brown, 1980). 
Lastly, is the constrained variability in the psychometric format (Potter and Wetherall, 
1987). The researcher could have tried to manage some of these difficulties by 
designing a tailor made measure for these nurses, and run work groups, performed 1 : 
1 interviews and run pilot studies. These could have been tools to explore the 
meaning of ‘perceived stress’ and ‘social support’ in nursing culture and this Ward’s 
culture to aid design for results with greater interpretative meaning.
4. A rank order list of social support options was used, but there can be the difficulty 
of there being various dimensions and meanings inferred to the questions (Oppenheim, 
1992). It is arguable as to the optimum number of items used in such a list in order to 
obtain accuracy and some authors favour using 10 (Oppenheim, 1992). Ranking tells 
us the order or sequence, but the size of the rank intervals is unknown and unlikely to 
be equal. Although the idea of ranking is familiar in social behaviour and research it 
is important that the basis for ranking is therefore clear. In order to improve results 
partial ranking of preferred responses was suggested as an option and an ‘other’ 
category included.
5. The PSS was also designed and piloted on a population that is distinctly different to 
the nursing population as already mentioned in the study. This needs to be taken into 
consideration when interpreting the findings from this study.
6. It would have been significant as previously noted to include an exclusion sheet for 
those nurses who did not wish to take part in the study. They could have had the 
option to relay why they did not wish to take part or any further information which 
would have enabled greater meaning making of who these nurses were and what they 
were saying by refusing to participate in the study.
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4 : 3 Results of Study in Relation to Previous Research
HYPOTHESIS 1 : Nurses on the children’s ward report higher than average levels of 
perceived stress.
There are three distinct issues which need to be carefully considered regarding the PSS 
scores. Firstly, there was a relatively low response rate, so generalizations of these 
findings to other research studies or the total ward population is difficult. The 
experience and perception of ‘stress’ and ‘social support’ for the nurses in the sample 
may be in contrast to that of the research methodology. Without an exclusion sheet or 
active workgroups for discussion it is not possible to explore the meaning of the 
concepts used, nor establish why twenty two nurses excluded themselves from the 
study. While visiting the ward on informal visits the researcher received verbal 
feedback and observed many interactions on the ward which may be useful in 
establishing why there was such a low response rate. The nurses reported “chaotic 
stress” and a “lack of team” on the ward. This questionnaire then did not just focus in 
on the difficult issue of stress, but also higlighted the wards’ low levels of social 
support. The stress was reported to be high particularly due to the quality of work on 
the ward with high peaks such as child deaths, child abuse, medical crises and the 
demands of the parents /  guardians (Keane, Ducette and Adler, 1985). There has been 
particular concern at the occurrence of nurses grief if it is not recognized, 
acknowledged and / or facilitated (Lev, 1989 ; Hinds, Puckett, Donohoe, Milligan et 
al, 1994). The unpredictability and uncertainty of working with a varied population of 
infant and child physical health difficulties, and adolescents with mental health issues, 
was described as demanding and at times dangerous due to the varied and intensive 
care required (Hay and Oken, 1972 ; Pagel and Wittman, 1986). The qualified staff 
reported stress in being responsible for the training and instructing of others which 
included students, health care assistants and parents / guardians which has been 
identified in research as a significant stressor (Fong, 1990). It was also noticed that 
there was a high sick rate and reported low staff levels by the nurses which lead to a 
reported feeling of increased responsibility and a feeling of poor support. Supervisory 
support does appear to reduce mental health difficulties such as anxiety, depression,
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irritability and somatic complaints (LaRocco, House and French, 1980). This form of 
social support has also been noted to help improve nurses adaptation and coping skills 
(Harris, 1989 ; Wessells, Kutscher, Seeland, Selder et al, 1989). Supervision as a 
support system affects patients with reportedly improved empathetic understanding 
from nurses (Hallberg, 1990), improved therapeutic relationships with nurses (Bodley, 
1991) and greater quality of care provided (Hallberg, 1994). The benefits for the 
system, from improved supervisory support for nurses, are that there is reported to be 
less absenteeism, greater job satisfaction and improved supportive relations among co­
workers (Gray-Toft and Anderson, 1985).
There was resentment expressed at the hospital downsizing the paediatric service and 
mixed feelings expressed when some nurses remembered the “good old days” when 
the whole hospital was believed to be seen as a “centre of excellence” for paediatric 
care. The lack of support reported to be experienced from supervisors and 
management was described as leading to “survival methods” and more competition 
between the nurses (Bilodeau, 1973). As nurses left the ward to take other jobs the 
nurses remaining on the ward decsribed a feeling of increased workload and difficulty 
providing consistent patient care (Taunton et al, 1994). Therefore it is difficult to 
compare these nurses to other populations as their issues are complex, involving high 
levels of stress and low levels of social support. The poor motivation to complete this 
questionnaire may be due to the lack of belief in its use or value in what it may 
produce for them.
Secondly, the population with which the PSS was designed (i.e. ‘general population’), 
was different to the nursing sample in the study. The ‘general population’ was a larger 
sample , more heterogenous, mixed gender and younger. Therefore comparing these 
scores is difficult and caution needs to be had in comparing the unique population of 
this study.
Lastly, the magnitude of the observed difference needs to be carefully considered. 
Although the sample mean was higher than the ‘general population’ mean, the sample 
mean was not as much as one standard deviation above the population mean. 
Therefore caution needs to be used in observing this difference which is not 
statistically significant (Kline, 1995).
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HYPOTHESIS 2 : Nurses reporting lower levels of perceived stress will report 
utilizing more types of social support, particularly at work.
This research did not clearly prove the hypothesis of lower levels of perceived stress 
being linked to higher numbers of social support utilized at work. There was however 
one statistically significant finding in Table 7 that showed nurses scoring below 27 
reported using more social support measures at work. These five nurses may be 
uniquely different in that they possibly share reduced responsibility while on the ward 
and are less invested regarding the amount of time that they work on the ward. Of the 
five nurses, two were full time students that had worked there for less than 6 months, 
two were part-time health care assistants who had worked there for more than eighteen 
months and one a part-time qualified nurse who had worked there for more than 
eighteen months. The literature indicates that nurses that report high sources of social 
support and high satisfaction with their social support report less burnout than nurses 
with fewer supports and less satisfaction with those supports, regardless of the level of 
work stress (Ogus, 1990 ; Oehler, Davidson, Starr and Lee, 1991 ; Parker and Kulik, 
1995). Availability of social support from colleagues is more controversial and this 
has been shown to possibly exacerbate, rather than buffer the negative effects of stress 
on well-being (Kaufmann and Beehr, 1986 ; Ganster, Fusilier and Mayes, 1986) as 
relationships are often beset by conflict and even the receipt of support may carry a 
price (Fischer, Nadler and Witcher-Alagna, 1982). The willingness of co-workers to 
give support may be more dependent on the social skills of the support seeker and 
feelings of personal ‘attraction’ for / from ones’ colleagues (Geller and Hobfoll, 1994). 
Individuals under / expressing high stress tend to be avoided by others because stress 
may negatively effect social relationships (Fisher et al, 1982). Therefore negative 
messages in the social milieu may minimise any positive effect from interactions that 
seem valid at face value (Hobfoll and Stokes, 1988). This aspect of social support 
from one’s colleagues was highlighted by the nurses verbal comments to me 
personally and in the written section left open at the end of the questionnaire. The 
aspect of team membership and exclusion was noted, as was the ability to be seen to 
be coping as to whether one received greater or lesser amounts of support. 
Unfortunately in this study there was not enough qualitative data to establish what the
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type and number of social supports meant for each individual and in regard to their 
degree of perceived stress.
HYPOTHESIS 3 : Nurses reporting high levels of perceived stress will report 
wanting more types of social support, particularly at work.
This research did not prove the hypothesis of high levels of perceived stress relating to 
a desire for more types of social support at work. Instead however the statistically 
significant result shown in Table 8 indicated that nurses scoring below 27 desire more 
social support outside work and more social support in total. The majority of studies 
into the effects of social support at the work place have found evidence of direct 
effects for the individuals well-being, but evidence for buffer effects is less consistent 
(Kahn and Byosiere, 1992). The buffering effect of social support may then be for the 
smaller stresses individuals experience (Cohen and Syme, 1985 ; House and Kahn, 
1985 ; Kessler and McLeod, 1985), but this is less proven in the literature at present 
(Terry et al, 1993). However women have been shown to be more likely than men to 
experience negative consequences from their involvement with others (Kessler and 
McLeod, 1984 ; Marshall, Barnett, Baruch and Pleck, 1990) which may affect the role 
of work related social support in a negative way. This effect may be magnified within 
nurses as a profession as they have been noted to suppress any anger and hostility 
because co-operation is so essential to the effective operation of a medical unit 
(Bilodeau, 1973 ; Duxbury, Herly and Armstrong, 1982). Therefore co-worker 
support is reported as less effective and possibly emotionally costly in comparison 
with supervisory support (Eastburg et al, 1994).
4 : 4 Interpretation of Theories to Data
Although there are a number of approaches to the study of stress and effects of social 
support (observing the individual or external stressors predominantly), this study has 
focused on Lazarus’ and his colleagues transactional model. This model notes the 
dynamic relationship and complexity of stress and social support as products of 
interactions. The nurses have therefore been noted in regards to their interactions with 
each other and their management support staff, within the changing identity and
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downsizing of their chosen speciality. Perception of having control over aversive 
stimuli results in positive outcomes such as enhanced performance and well-being 
(Miller, 1979 ; Karasek and Theorell, 1990). Therefore those who perceive 
themselves as having little control over stressful aspects of their jobs are less likely to 
engage in coping strategies that aim to modify / ameliorate stressors (Latack, 1986). 
Participating with others in decision making may also enhance access to needed 
information and facilitate better understanding of the problems faced by others at work 
and of why certain worksite stressors exist (Sutton and Kahn, 1987). The positive 
perception of support influences how supportive transactions are interpreted, 
remembered and associated with high self-esteem, low dysfunctional attitudes and 
psychological distress (Lakey and Cassady, 1990). Partaking in decision-making 
decreases perceived stresses and employees perceptions of their abilities, while 
increasing a sense of control and use of problem solving resulting in better mental 
health (Jackson, 1983 ; Spector, 1986 ; Ganster, 1988). Those that then perceive 
themselves as receiving more social support are more likely to express an increased 
sense of well-being. This perception of social support may be more important than the 
actual amount of social support that is received (Wetherington and Kessler, 1986). 
Unfortunately this study did not observe greater qualitative or quantitative information 
to explore these theories in greater detail. What has been observed is that the nurses in 
the study do report a greater degree of stress than members of the ‘normal’ population. 
Nurses reporting less stress also report utilizing more social support but the 
understanding of the frequency and quality has not been noted in this study.
4 : 5 Implications for Future Research
4 : 5 : 1  Methodological Implications
- There have been issues in this study of using psychometrics that may not relate 
specifically to the population concerned. It may be possible in the future to hold work 
groups, qualitative interviews and a pilot study in order to design a questionnaire that 
was specific to this population and the issue of investigation.
- Future studies may benefit in the future from having an information sheet explaining 
the study, what is requested from the individual, status of confidentiality and an
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explanation of what is to be done with the findings. This sheet could be included with 
the introductory letter as concrete information for those nurses that were not spoken 
with personally or to confirm the information that is shared for the individual’s 
attention in their own time.
- There was a relatively low response rate from the nurses in completing the 
questionnaires in terms of making significant assumptions and recommendations. In 
the future research such as this would benefit from having a brief exclusion letter for 
individuals to return which could include an explanation of why the individual chose 
not to return the completed questionnaire. This information may be significant in 
improving further research of this type and improving the response rates.
- The issue of anonymity was appreciated in this study, however the method of 
investigation may be in question if certain material is desired. Future studies may 
involve one on one interviews which may express greater concern on behalf of the 
researcher and be a less intrusive method of investigation for the nurses. As the 
researcher spoke to approximately twelve nurses individually while visiting the ward, 
it may be that this form of contact motivated the nurses to take part in the study.
4 : 4 : 2  Service Evaluation Implications
Feedback from this study to the service managers concerned took two forms : informal 
discussion with the ward manager ; completion of a report summarizing the research.
- Informal discussion with the ward manager entailed exploration of reasons for the 
low response rate, findings of the study and actions resulting from the study. The 
ward manager, in confidence, disclosed in greater detail some reasons alluded to in 
this study as to why more nurses did not participate with the study. Although stress 
was a significant issue for many of the nurses there was concern regarding the 
anonymity and confidentiality. This restricts the author divulging further regarding 
this issue. The findings of the study support what is presently acknowledged, that the 
nurses perceive themselves to be experiencing significant stress and that certain social 
support at work is helpful to those nurses reporting least stress. However the study 
does not support an argument for alternative or added social support of the nurses at 
this time.
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- A report summarizing the findings of the study was completed and provided to the 
ward manager (see appendix 6).
4 : 5 : 3  Theoretical Implications
- A significant issue for this study was the meaning within the nursing profession of 
‘stress’ and ‘social support’. It was experienced that these concepts hold powerful 
connotations for the nurses which may have affected how they participated or whether 
they chose not to participate in the study. Future studies of these concepts would 
benefit from exploring what these concepts mean to the participants in the study.
- In completing this study it was established that the concepts of ‘stress’ and ‘social 
support’ are multifaceted. This particular study revealed stress to have historical 
connotations for the nurses regarding the changes within their trust. However it was 
not possible to explore these futher within the present study. It does however appear 
that the concepts undertaken for this study relate to the evolution of the Children’s 
Ward and not just the work load of the last month.
- The issue of social support does appear to be broad and complex. Future studies may 
wish to investigate specific aspects of supervisor and peer social support as separate 
issues in order to produce more theoretically driven results.
- This study due to its limited design did not investigate the perceived and observed 
quality of the ‘social support’, but only enquired about the quantity of the support. 
Future studies may wish to include more details concerning support and possibly 
investigate the perceptions of the providers of the support.
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H \ Z  A L T  I T
A  N a t i o n a l  I-Ii-a i .t i i  S i-:r v i c i -: T i u j s t
5 November 19 9v6' 
Ref: JF/StSfcress 
Tel: 01924 814641
Ms Jo Stevenson
Dept of Child & Adolescent Psychology
Dear M s 'Stevenson,
Thank you for your letter dated 31 October 1996 regarding my article 
in the July issue of Clinical Psychology Forum. It is always helpful 
to receive feedback about articles as much of the time authors tend 
to remain in ignorance about how published work is received or indeed 
whether it is read at all1
Your research project sounds most interesting and I hope it yields 
useful data. I enclose a copy of the questionnaire devised for our 
survey. It was not subjected to a validation exercise as such, ,we 
merely set the demographic data against details of total workforce 
provided by our payroll department.
It will probably not be of much use for you to contact my co-workers 
regarding the survey since one was a manager whose role was to 
facilitate access to the non-clinical sections of the organisation and 
the other two, both nurses, no longer work for our organisation.
There is now a great deal of material about the impact of stress on 
staff in Health Service settings but the Payne & Firth-Cozens 
reference cited in my article remains a particularly rich source of 
information. In addition to general chapters, it has a chapter 
specifically about stress in psychiatric nursing.
You may be interested to know that our Staff Counselling Service is 
looking to recruit a Psychologist to add a more organisational 
dimension to the work of the service. We are keen to try to address 
organisational stresses from the top. As one writer on Workplace 
Counselling f C a r r o l  I, M ... 1996 - Workplace Counselling : A Systematic
Approach to Employee Care, Sage;UK) has observed, there isn't much
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2 .
benefit in fishing people out of the river downstream and 
resuscitating them; better to go upstream and sort out the person 
pushing them in'
Once again, may I wish you success in your project, and in your 
training as a clinical psychologist. Please let me know if I can be 
of further assistance.
Yours sincerely,
Consultant Clinical Psychologist
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15. If you were to experience stress related problems at work, 
what forms of help do you feel would be beneficial ? :
(please number in order of preference, 1 for most preferred,
2 next preferred and so on until you have no further 
preferences)
Talking with a colleague in my department/ward | |
Talking with a colleague from another dept. Q
Talking to my line manager Q
Seeing my GP □
Seeing a minister of religion [%)
Going to Occupational Health Q
Talking to friends/parcner/family Q
Seeing a counsellor employed by the Trust Q
Joining a Stress Management Group [ |
Seeing a psychologist or psychotherapist employed __
by the Trust |__|
Being seen by a therapist.counsellor from a 
neighbouring district I j
Access to written 
with stress
;d information on cooing
15. Please use the space below to describe briefly what 
things you feel contribute to stress at work:
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jar Miss Stevenson
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Department of Child & Adolescent Psychology
Tel:
FAX:
CONFIDENTIAL 
13 th January, 1997 
Dr
Chair of the Ethics Committee
Dear Dr
re: Chairm an’s Action
I am a second year Trainee Clinical Psychologist in the SWTRHA, based at the 
University of Surrey. At present I am working on my child/adolescent/family specialty 
based at Hospital under supervision of I believe. has
spoken with you regarding a possible research project I wish to complete within the 
' Trust. In discussion with I understand a copy of the proposal should be
submitted to you. Please find attached a proposal report for your attention. The title of 
my work is ‘Perceived Stress and Social Support of Nursing Staff on the Children’s 
Ward, ’ and I plan to distribute the questionnaire at the end of January 1997. I 
look forward to receiving your feedback and will be pleased to discuss this with you 
further preferably before the end of January so that the questionnaires can be 
distributed the week of February 3rd.
Yours sincerely
Jo Stevenson
Trainee Clinical Psychologist under the supervision 
of . Clinical Child Psychologist
Research Proposal
A bstract
This proposal is for an assessment of the perceived stress experienced by the nurses 
and the social support they use or desire to help them cope. A questionnaire has been 
specifically designed for the nurses, drawing on previous work in this area (Cohen 
1983; Fraisel996). It is generally hypothesised that social support is a useful and 
desirable coping mechanism when individuals experience raised levels of perceived 
stress. It is hoped that this research will highlight favoured methods which may then be 
promoted, supported or implemented in the work environment.
Introduction
Paediatric nurses are reported to experience considerable job stress which is associated 
with burnout (Cronin-Stubbs & Rooks 1985; Chiriboga & Bailey 1986; McCranie, 
Lambert & Lambert 1987). Burnout relative to work is described as a syndrome of 
physical and emotional exhaustion involving the development of negative job attitudes 
and loss of concern and feelings for clients (Pines & Aronson 1981). Burnout and job 
stress are then of concern because of their reported association with a decline in the 
quality of patient care and with nursing turnover (Gray-Toft & Anderson 1981).
Opportunities for nurses to talk about stressful events, individually or in a group, have 
often shown to help in their coping. Co-worker support has emerged as a predictor of 
burnout with high burnout groups perceiving less co-worker support and the low 
burnout group perceiving more support (Oehler and Davidson 1991). These results are 
consistent with those of Constable and Russell (1986) who found that a high degree of 
supervisor support was associated with a decreased incidence of burnout. Similarly 
Crown-Stubbs and Rooks (1985) found that social support was negatively related to 
burnout, which suggests that more support was related to less burnout. These results 
suggest a need for a supportive work environment and group cohesiveness.
The hypotheses of this research study are:
1 . Nurses on the children’s ward report higher than average levels of perceived 
stress.
2 . Those nurses that report utilising more social support when stressed, also 
report lower levels of perceived stress.
3. Alternative or additional forms of social support may be available but not 
utilised by individuals experiencing perceived stress.
A .  Nurses on the children’s ward may have additional sources of social support
that they would like to be provided.
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STRESS AND SOCIAL SUPPORT SURVEY
Part A : About You
1. What is Your Age : Up to 25 years.........
26 - 35 years.........
36 - 45 years.........
46 - 60 years.........
2. Are you a : Student Nurse........
Health Care Assistant........
Qualified Nurse .
3. Do you work : Part-time.........
Full time.........
Job Share.......
4. Have you worked on the Childrens’ Ward : Less than one month........
One to six months............
Seven to eighteen months.........
More than eighteen months .
Part B : Perceived Stress
I. These questions ask you about your feelings and thoughts during the last month. In 
each case, you will be asked to indicate how often you felt or thought a certain way. 
Although some of the questions are similar, there are differences between them and 
you should treat each one as a separate question. The best approach is to answer each 
question fairly quickly. That is, don’t try to count up the number of times you felt a 
particular way. but rather indicate the alternative that seems like a reasonable 
estimate.
For each question choose from the following alternatives :
0 = never
1 = almost never
2 = sometimes
3 = fairly often
4 = very often
a) In the last month, how often have you been upset because of something that 
happened unexpectedly ? .........
b) In the last month, how often have you felt that you were unable to control the 
important things in your life ? .........
c) In the last month,  h o w  often have you felt n282'ous and s tresses ?
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Other social support (please specify)
2. If you experience stress at work in the future, what social support would you
ideally like to have available to help you ?
Please tick the options you would like and rank order your preferences, I for most
preferred, 2 for next preferred and so on until you have no further preferences :
Talking with a colleague in my department / ward.........
Talking with a colleague from another department........
Talking with my line manager.........
Seeing my GP........
Seeing a minister of religion........
Going to Occupational Health........
Talking to friends / partner / family.........
Seeing a counsellor employed by the Trust.........
Joining a Stress Management Group.........
Seeing a psychologist or psychotherapist employed by the Trust.........
Being seen by a therapist / counsellor from a Neighbouring district.........
Access to written or taped information on coping with stress.........
Participating in Paediatric Li as on Meeting with ......
Participating in the ward meeting.........
Attending a ward outing..........
Other social support (please specify)...................................................................................
■.............................   283................- - ...................................
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Dear
Please find attached an anonymous questionnaire regarding 
perceived stress and social support I would be grateful if 
you could complete and return this to me via internal mail 
by Friday February 28th. Hopefully I have met with you, or 
you have heard of this questionnaire previously as a result of 
my attending at nurses handovers ? If not please feel free to 
contact me should you have any queries regarding this study 
(see back of sheet).
Thank you for your time and attention !
Jo Stevenson
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Report of Research Study
Title : Perceived stress and social support of nursing staff on the children’s ward of a 
local hospital.
Abstract : This study explored the perceived stress of the nurses of a children’s ward. 
It also identified the reported social support utilized and desired by the nurses. A 
research package including an introductory letter, anonymous questionnaire and self- 
addressed envelope were provided for 37 nurses. There was a response rate of 12 
participants (35% of the total sample) therefore caution is required in generalizing 
results. The results indicated that the nurses did report significantly more stress than 
the general population, that nurses reporting less perceived stress do report using more 
types of social support, but no indication of a desire for more social support was 
desired.
Introduction : The transactional model perceives stress to be a product of complex 
and dynamic interactions between the individual and his /  her environment, when there 
is an imbalance between demands and resources. It predicts that people will respond 
differently to the same stressful situation depending on its meaning for them and the 
amount of confidence they have in their ability to cope with it (Lazarus and Folkman, 
1984 ; Ellsworth and Smith, 1988). Occupational stress, such as that experienced in 
the nursing profession can be defined as the interaction of work conditions with 
characteristics of the worker such that the demands of work exceed the ability of the 
worker to cope with them. Nurses have been under increasing examination regarding 
their stress due to their perceived vulnerability (Marshall, 1980 ; Terry, 1987). There 
are however variations of the degree of stress reported by nurses within different types 
of specialized nursing (Oehler and Davidson, 1992 ; Parker and Kulik, 1995).
The transactional model of coping recognizes that a personalized collection of 
problem-focused and emotion-focused strategies are used. The core point of the 
personal element in the transactional model of stress is that cognitive appraisal leads 
to coping (through changes in attention, meaning and actual circumstances) which
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leads to changes in person-environment relationships, which in turn leads to different 
emotions (Folkman and Lazarus, 1988 ; Lazarus and Smith, 1988). In this study the 
transactional model of social support which is preferred is eclectic in that it perceives 
social support as a complex, ongoing, interactive process between the person and his / 
her social network within an ecological context (Vaux, 1988).
This transactional model sets the scene for understanding the nurses on the Children’s 
ward in regards to their perceived stress and social support. There are three 
hypotheses :
Hypothesis 1 : Nurses on the children’s ward report higher than average levels of 
perceived stress.
Hypothesis 2 : Nurses reporting lower levels of perceived stress will report utilizing 
more types of social support, particularly at work.
Hypothesis 3 : Nurses reporting high levels of perceived stress will report desiring 
more types of social support, particularly at work.
Methodology : The study was informally was introduced to the nurses at two hand­
overs. The research package provided to each nurse included an introductory letter 
about the study, the questionnaire and a self-addressed envelope to the researcher for 
internal mail. On the questionnaire the Perceived Stress Scale was utilized (Cohen, 
Kamarck and Mermelstein, 1983) as a measure of global stress. A ranking scale of 
social support was also used to assess what was utilized and desired by the nurses. 
The researcher’s name and contact address /  number were made available on each 
questionnaire. The package was then placed in each ‘pigeon hole’ for internal mail, 
with extra packages left in the care of the ward manager. A completion period was 
noted in the introductory letter for each nurse and this period was extended to increase 
the rate of reply.
Results : The response rate was 12 nurses (35% total sample), with 22 nurses chosing 
not to participate. This low response rate may have been due to a number of factors : 
lack of anonymity due to the amount of demographic information collected ; distress 
caused by completing the questionnaire ; poor interest ; general sense of helplessness ; 
perception of stress and mental health in the nursing culture.
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Hypothesis 1 : Nurses on the children’s ward report high than average levels of 
perceived stress. The nurses reported a fairly normal distribution of scores on the 
perceived stress scale, with a sample mean that was higher than that of the general 
population. However there is a tendency for women to score high on this measure 
generally and the nurses appear to be less different from other female populations. 
There was no significant difference at a statistical level of 0.05 between the sub­
groups of nurses according to demographic information collected.
Hypothesis 2 : Nurses reporting lower levels of perceived stress will report utilizing 
more types of social support, particularly at work. There was no significant difference 
between the perceived stress scores and the number of types of social support utilized 
at work. However nurses who scored below the group mean score on the perceived 
stress scale reported using more measures of social support in the work place which 
was statistically significant at the 0.01 level.
Hypothesis 3 : Nurses reporting high levels of perceived stress will report desiring 
more types of social support, particularly at work. There was no significant 
correlation between the perceived stress scores and the number of types of social 
support desired at work. In contrast to the hypothesis, the nurses who reported lower 
levels of perceived stress were the nurses who desired more social support outside 
work and more social support generally. These findings were significant at the 0.05 
level.
Discussion : There were a number of methodological problems and limitations of this 
study concerning the sample and instruments used.
Regarding the sample :
1. The sample size was small therefore caution is needed in generalizing the findings.
2. The study was completed in the most stressful quarter of the year therefore findings 
are open to seasonal variation.
3. The perceived stress may be tainted by a number of organizational factors unique to 
this ward such as significant downsizing of the paediatric service and loss of a ward 
manager for some time.
4. There was a ward audit being completed while this study was implemented, 
increasing the number of observers on the ward. This may have caused an increase in
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perceived stress for the nurses, with possible denial or internal pressure to perform 
well and appear to be coping well.
5. There was a relatively high number of refusals about which very little information is 
known.
6. The concepts of ‘perceived stress’ and ‘social support’ appear to have meanings for 
the nurses that were not anticipated by the researcher.
Regarding the instruments :
1. A brief time limited questionnaire is prone to low response rate and incompleteness. 
However it is a brief, time limited, low cost measure that is void of interviewer bias.
2. The questionnaire was designed to be anonymous, however the amount of 
demographic information requested meant that it could be possible to identify the 
individual nurses.
3. A rank order list of social support was used, but there can be the difficulty of there 
being various dimensions and meanings inferred to the questions.
The results of this study have been interpreted in regards to the transactional model. 
The nurses have therefore been noted in regards to their interactions with each other 
and their management support staff, within the changing identity and downsizing of 
their chosen speciality. Perception of having control over aversive stimuli results in 
positive outcomes such as enhanced performance and well-being. Therefore those 
who perceive themselves as having little control over stressful aspects of their jobs are 
less likely to engage in coping strategies that aim to modify / ameliorate stressors. 
Participating with others in decision making may also enhance access to needed 
information and facilitate better understanding of the problems faced by others at work 
and of why certain worksite stressors exist. Partaking in decision-making decreases 
perceived stresses and employees perceptions of their abilities, while increasing a 
sense of control and use of problem-solving resulting in better mental health. Those 
that then perceive themselves as receiving more social support are more likely to 
express an increased sense of well-being. This perception of social support may be 
more important than the actual amount of social support that is received. 
Unfortunately this study did not observe greater qualitative or quantitative information 
to explore these theories in greater detail. What has been observed is that the nurses in 
the study do report a greater degree of stress than members of the ‘normal’ population.
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Nurses reporting less stress also report more social support but the understanding of 
the frequency and quality has not been noted in this study.
Implications of this research include possibilities for future research indicate a need to 
note issues of confidentiality, the meaning of stress and social support for the nurses. 
Present social support may be sufficient for the nurses, but their stress levels should be 
acknowledged.
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Large Scale Research, Year 3 : The Effect of Interpersonal 
Dynamics on Outcome in a Group Based Treatment 
Programme for Chronic Pain
Abstract : The treatment programme where this study took place has a cognitive- 
behavioural approach to pain management. The four week inpatient programme is 
implemented to groups of 10 patients. The effect of the interpersonal dynamics of this 
group in regards to outcome are explored. The interpersonal dynamics explored were 
group cohesiveness and social anxiety. Participants were requested to give feedback 
of their perceived group cohesiveness and own social anxiety. A number of measures 
of outcome were also utilized regarding cognitions, affect, physical functioning and 
medication use. Results indicate that the treatment programme seemed to be effective. 
The effect of low group cohesiveness or high social anxiety do not appear to have an 
overall effect on outcome although performance in certain few measures was
significant.
Part 1 : Introduction 
1 :1  Understanding Chronic Pain
1 : 1 : 1  The Issue of Chronic Pain
Pain is a complex aversive experience which is difficult to disregard whether one is 
the sufferer or observer. Chronic pain is defined as that which continues for a duration 
of six months or more (Keefe, Block and Williams, 1980 ; American Psychiatric 
Association, 1994 ; Skevington, 1995), but the knowledge, experiences and outcome 
of chronic pain are varied (Brattberg, Thorslund and Williams, 1989). Chronic pain is 
not synonymous with dysfunction (Doleys, Crocket and Patton, 1982), depression 
(Turner and Romano, 1984 ; Love, 1987) or disability (Fordyce, 1976) with many who 
experience it continuing to work productively and rarely seeking medical services 
(Taylor and Curran, 1985). This has led to the identification and study therefore of a 
sub-group of patients who are referred to pain clinics, presenting with severe pain and
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emotional distress, who are the patients described in most pain reviews such as this 
(Turk and Flor, 1990). Chronic pain is however economically expensive with massive 
expenditures for some countries in terms of absenteeism sick pay, disability, pensions 
and insurance benefits (Ergonomics, 1985 ; Turk, 1996). Extensive demands are also 
made on health service provision by individuals with chronic pain, which is also the 
most typical cause of disability (Williams and Erskine, 1995). It was estimated by 
Cousins (1995) that health care costs of chronic pain exceed the costs of cancer, AIDS 
and coronary artery disease combined. Overall chronic pain has been described by 
those who experience it as physically and emotionally exhausting, as well as stressing 
various relationships, aspects and qualities of their lives, and ultimately then draining 
health care financial resources.
Effective treatment and management of chronic pain is reliant upon our understanding 
of the phenomenon of pain. Some success has been achieved for individuals 
experiencing terminal pain via medical procedures in palliative care. However for 
other presentations of chronic pain such as those often seen in outpatient pain clinics, 
the effectiveness of medically based pain management is much less remarkable 
(Williams and Erskine, 1995). The application of psychological theories has helped 
identify the factors which promote adaptation and function (Jensen, Turner, Romano 
and Karoly, 1991), which have helped management of these patients (Haldeman, 1990 
; Keefe, Bradley and Crisson, 1990). A number of psychological models and theories 
have evolved to explain the experience of chronic pain which have been adopted in 
various inpatient and outpatient pain management programmes (Williams, Richardson, 
Nicholas, Either et al, 1996). Some of these involve direct interventions of a health 
professional to the patient, others have been implemented in groups of patients (Keefe, 
Beaupre and Gil, 1996). Treatments are still evolving and being evaluated for their 
efficacy as to which patient might best be supported with an intervention, when and 
how.
To summarize, chronic pain appears to be a diverse subjective experience. The 
presentation, experience and outcome for many individuals is distressing and 
disruptive. Studies of efficacy which evaluate various aspects of programmes are 
increasingly requested in the present culture of the health services in the United 
Kingdom, where restructuring demands justification of resource use and achievement
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of quality targets. These studies are also important to informing theory and clinically 
in bringing relief for individuals experiencing chronic pain. Overall what is sought is 
a greater understanding of what chronic pain is, the factors which affect its perception 
and the most effective ways of controlling it.
1 : 1 : 2  Defining Chronic Pain
Merskey, Albe-Fessard, Bonica, Carmen et al (1979) define pain as “an unpleasant 
sensation and emotional experience which is associated with actual or potential tissue 
damage or is described in terms of such damage”. Pain can therefore be seen as a 
subjective and circular transaction of physical and psychological factors (May, 1992). 
Its definition has been broadened in the literature by the multiple disciplines that have 
studied pain in attempts to improve assessment and efficacy of treatment. These have 
included hard sciences of neurophysiology, anatomy, and pharmacology, but also to 
attempts to appreciate philosophical, ethical, sociological and epidemiological aspects 
of pain (Skevington, 1995, pi). It has however been argued that psychological 
contributions to definitions have considerably broadened our understanding and 
management of the condition. In collaboration with physicians, psychologists have 
helped improve pain management across greater numbers of people and various 
presentations of painful conditions.
Pain has been crudely delineated into two presentations within the literature : acute 
and chronic. Acute pain generally results from tissue damage and leads to adaptive 
behaviours of rest, care and protection of the injured area. An individual with acute 
pain is likely to be anxious, but the anxiety tends to go away once a diagnosis is made 
and treatment begun (Sheridan and Racmacher, 1992, p226). An expected period 
follows of healing and reduction of pain as the individual gradually resumes their pre­
injury lifestyle and the pain disappears. However for some individuals although an 
injury appears to heal, the sensation of pain still remains or may increase and the pre­
injury life-style is not resumed. These individuals are likely to experience a persistence 
of the initial anxiety after diagnosis, but also feel helpless, frustrated and angry as 
interventions have limited success and they experience the limitations of the 
biomedical model approach (Sheridan and Racmacher, 1992, p226). Some theorists 
have attempted to define a ‘chronic pain syndrome’ (Follick, Aberger, Ahem and
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McCartney, 1984). This is believed to manifest itself as a limited ability to function, 
depression, emotional distress, chemical dependency, marital / family disruption and 
possible vocational / financial problems. However it is also argued that the distinction 
between acute and chronic pain, although widely used is not completely satisfactory as 
there is no typical chronic pain patient. Instead a health professional is most likely to 
be presented by a patient who has : chronic and numerous other pains ; symptoms such 
as persistent fatigue, tingling sensations and reporting feeling dizzy ; greatly altered 
lifestyle since the onset of the pain ; describing minimal relief from medical 
interventions (Williams and Erskine, 1995, p358).
To summarize, chronic pain appears to be unique as an experience for each individual 
but there are some general similarities in its presentation and affect on the sufferer’s 
life. Conceptualizations and interventions need to recognize this diversity to enable 
greater efficacy of specific approaches.
1 : 1 : 3  Theoretical Evolution of Chronic Pain
Developments in these areas have included evolution of ideas from simple-linear 
models to complex models integrating physiology, affect, cognitions and behaviours. 
A complete overview of this transition is not possible here, but a summary of the 
transition is noted. Early theoretical explanations of chronic pain were dominated by 
simple-linear models defining it as a product in a chain of events. This was seen to be 
: a harmful stimulus leads to a sensation of pain which leads to a pattern of responses. 
The physiological basis of neuronal transmission was seen as the primary area of 
investigation while the meaning of the stimulus and the individual’s responses to the 
pain seen as being of secondary importance. These models have included traditional 
biomedical approaches such as specificity theories and pattern theories. The 
Specificity theory of pain expressed that stimulation of specialised receptors, or free 
nerve endings at the periphery of the neuronal system, would result in pain perception 
(Mountcastle, 1974). However stimulation of free nerve endings elicited a variety of 
sensations such as warmth, cold, touch, itching and pain, thus challenging the 
exclusivity of specific nerve pathways as being too simplified (Van Hees and Gybels, 
1972). Pattern theories then dominated understanding, proposing that ‘excessive’ 
stimulation of the skin receptors created particular patterns of nerve impulses that are
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experienced in total in the dorsal horns of the spinal cord resulting in pain (Stembach, 
1968). The temporal and spatial discharge patterns of peripheral nerve fibres were 
seen as representing ‘codes’ which would lead to different sensations (Crue and 
Carregal, 1975). However pattern theories are not supported by clinical experience of 
physiological and psychological findings (Beecher, 1959 ; Melzack, 1973 ; Wall and 
Melzack, 1983, p209). Some more complex types of specificity and pattern theories 
have been considered in recent years (Cervero and Iggo, 1980). However the 
relationship of cause and effect remains unclear and the inadequacy of the biomedical 
model to explain the experience of pain and find effective treatments has led to the 
development of more complex models of chronic pain.
The Gate Control Theory of pain (Melzack and Wall, 1965) has been a significant 
influence in the evolution of theories concerning chronic pain as it supported the 
notion that sensory input could be modulated by physiological and psychological 
processes. The theory proposes a gate like mechanism in the dorsal horns of the spinal 
cord which modulates sensory input by the balance of the activity of peripheral nerve 
fibres which are thought to be responsible for pain stimuli, with signals from the 
periphery being evaluated in terms of prior experience and current emotional states. 
Pain therefore is the result of sensation and evaluation. The lack of correspondence 
between reported pain and tissue damage can be accommodated by this theory. 
Failure to perceive pain in certain circumstances is because of a ‘gate-closing’ effect 
of descending neuronal activity, the attention given to the activity, the memory of 
previous experiences, the anxiety level at the time and the reinforcement for a 
behaviour. Therefore once chronic pain is established, and damage disrupts normal 
neural activity, the pattern-generating systems will become self-perpetuating and can 
only be disrupted by either descending neural activity or imposed normal neural 
patterns via alternative activities. Criticisms of this theory do continue, with a number 
of its components still unsubstantiated. Clinical evidence has shown that sensory fibre 
size does not facilitate or inhibit pain as proposed by the theory (Dyck, Lambert and 
O’Brien, 1976). Also a positive correlation between pain behaviour as an outcome of 
sensory, motivational and cognitive function has not been found for chronic pain 
patients (Phillips and Jahanshahi, 1986). Overall the gate control theory of pain has 
been criticized for being too general and lacking quantitative specifications about the
294
Large Scale Research
interactions it proposes (Price, 1988). Although this theory then does not examine all 
the relationships of the dimensions of pain, it has provided a conceptual framework for 
considering sensory, affective and cognitive dimensions of pain which is still 
influential in the 1990’s.
To summarize, chronic pain does not fit well into a uni-dimensional medical model 
where the aim is diagnosis of cause and the treatment is aimed at the cause. The basic 
concept of input modulation is now widely accepted and the importance of a multi­
dimensional model of pain supported. There is no question that physical factors 
contribute to pain symptoms, nor also that psychological factors influence the 
reporting of symptoms. Chronic pain is now accepted as a multi-dimensional 
phenomenon and its management has evolved in recognition that it does not respond 
to unidimensional treatments.
1: 2 Psychological Understandings of Chronic Pain
Psychological theories of chronic pain are noted here according to three significant 
areas of contribution : ‘subjective’ ; ‘behavioural’ ; ‘psychophysiological’. As a result 
a multimodel perspective has developed which notes the complex interaction of 
cognitive, affective, behavioural, social and biological variables. Each area of 
contribution is noted regarding : how chronic pain is defined ; causes of chronic pain ; 
criticisms of the theory.
1 : 2 : 1  Subjective Theoretical Contributions
Subjective components such as cognitive and affective elements have been 
increasingly recognized as significant to the individual’s experience of chronic pain. 
1 : 2 : 1 :  1 Studies of Cognition
Greater investigation of patient’s beliefs of their pain and coping have proven that they 
are significant to treatment outcome and pain management (Jensen, Turner and 
Romano, 1994), but do not always correlate to physicians’ ratings of disease severity 
(Turk, 1996). Cognitive factors that contribute to pain and disability have included 
investigation of : beliefs about pain ; beliefs about controllability ; self-efficacy ; 
cognitive errors ; coping (Turk, 1996). Some chronic pain patients perceive pain as
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signifying ongoing tissue damage and harm (Philips, 1987) which can result in more 
suffering, behavioural dysfunction and avoidance. Other patients may perceive pain as 
an unexplainable mystery (Williams and Keefe, 1991) or that they have reduced ability 
to control their pain (Karoly, 1991) which can result in increased demoralization and 
greater sensitivity to noxious sensations (Biedermann, McGhie, Mongra and Shanks, 
1987). Sometimes once diagnosis has been made pain increases as it affects the 
perception of the implication of the disease (Turk, 1996). It is hypothesized that some 
pain patients become increasingly preoccupied with symptoms and are less able to 
differentiate pain levels (Turk, 1996), report less behaviour activity and stronger 
memory for previous pain experiences (Council, Ahem, Follick and Cline, 1988). 
Patients perceived ability to cope with chronic pain has been correlated to low pain 
tolerance, reduced adaptive psychological functioning, disability, impairment and 
treatment outcome (Lorig, Chastain, Ung, Shoor and Holman, 1989). Recent research 
has even shown that perceived self-efficacy could affect the body’s endogenous opiate 
and immune systems (Wiedenfeld, O’Leary, Bandura et al, 1990). An important factor 
for patients reporting reduced coping, greater pain and raised levels of distress, is the 
cognitive process of ‘catastrophizing’ whereby an individual holds negative self­
statements and overly negative thoughts and ideas about the future (Heyneman, 
Fremouw, Gano, Kirkland and Helden, 1990). Criticisms of these contributions so far 
are that they are still equivocal as to whether they have an aetiological role in chronic 
pain and at best are post hoc. These accounts can isolate the individuals experience 
instead of noting the rich social life of religious beliefs, myths or traditions (Stainton- 
Rogers, 1991, p44). Cognitive pain research is only concerned with how an individual 
perceives, interprets and relates to their pain rather than the elimination of pain per se. 
Therefore although cognitions can influence affect and the experience of chronic pain 
directly and indirectly (Weisenberg, 1994, p285), contributions are best seen as part of 
the total multimodel theory.
1 : 2 : 1 : 2 Studies of Affect
The emotional components of pain are broad in number but usually negative in quality 
such as depression, anxiety and anger (Turk, 1996 ; Wade, Price, Hamer et al, 1990). 
Emotional distress may be related to chronic pain as a consequence, cause or 
concurrent problem therefore confusing identification (Craig, 1994). Emotional
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disturbance as a consequence of chronic pain can intensify the experience (Doan and 
Wadden, 1989). Anxiety, depression, anger and other emotions provoke significant 
autonomic, visceral and skeletal activity related to the experience of chronic pain 
(Keefe and Gil, 1986 ; Fernandez and Turk, 1995). Depression may occur due to loss 
of control over one’s life which may promote access to unpleasant memories thus 
increasing reports of depression (Eich, Rachman and Lopatka, 1990). Increased pain 
can be maintained by ‘fear of pain’ (Lethem, Slade, Troup and Bentley, 1983) and 
avoidance can contribute to disuse syndrome involving reduced muscular strength, 
loss of mobility and weight gain. Muscle pain due to disuse, distorted movement and 
posture is increasingly accepted as a cause of some discomfort for individuals with 
chronic pain. Contributions from research concerning affect are criticised in method 
as emotions are often difficult to describe, interpretation of language is difficult and 
the cultural differences in meaning are many. It remains difficult to study affect as it 
may be a consequence, cause or concurrent experience. Therefore it may be better to 
appreciate affect merely as a significant but interdependent element in 
multidimensional models of chronic pain.
1 : 2 : 2  Behavioural Theoretical Contributions
The biomedical models’ emphasis on disease led to the perception that an individual’s 
beliefs and behaviours were purely reactionary and of secondary importance. 
However an individuals prior experience and socio-cultural context have been 
increasingly recognized as significant to chronic pain such as an individual’s beliefs 
about the pain, responses to pain and responses to treatment (Turk, Okifuji and 
Scharff, 1995 ; Turk,1996). Relevant to an individual’s experience of chronic pain are 
mechanisms of social learning ; operant learning ; respondent learning. Social 
learning approaches perceive pain behaviour as being acquired through observational 
learning and modelling (Bandura, 1969). Exposure to significant influences may be 
within the immediate family (Pennebaker, 1982) or the wider socio-cultural context 
(Nerenz and Leventhal, 1983). Therefore expectancies and actual behavioural 
responses to chronic pain are believed to be partially based on an individual’s prior 
learning history (Craig, 1988 ; Richard, 1988). Operant learning approaches noted the 
importance of the environment in which a patient lives and how experience and
297
Large Scale Research
learning can shape an individuals behaviour with pain (Fordyce, 1976 ; Sanders, 
1996). Pain is then perceived as a set of behaviours rather than a subjective response 
per se. These behaviours include : verbal and non-verbal complaints of pain ; body 
posture and gesture such as limping or holding the injured area ; withdrawing from 
usual activities ; activities indicating functional limitations such as resting ; active 
participation in activities such as use of medications and treatments. Therefore this 
approach focuses on the learning that generates and maintains these behaviours 
ultimately affecting the individual’s experience of pain. Respondent conditioning is 
perceived as being significant to initiating and maintaining pain behaviours via 
sensory stimulation from the pain site, environmental reinforcement or successful 
avoidance of activities (Gentry and Bernal, 1977). Fear of the pain may develop and 
motivate avoidance of activity (Lethem et al, 1983 ; Turk, 1996). Non-occurrence of 
pain can then become a powerful reinforcer for reduction of activity (Philips, 1987) 
and avoidance (Schmidt, 1985). Pain may also be exacerbated and maintained in these 
situations because of the anxiety-related sympathetic activity and increase in muscle 
tension which can occur in anticipation and as a consequence of pain (Flor, Birbaumer 
and Turk, 1990). Avoidance then succeeds in preserving expectations of pain as there 
is no disconfirmation to affect beliefs (Rachman and Lopatka, 1988) or raised levels of 
anxiety and depression (Lethem, et al, 1983).
Behavioural medicine has been criticized for being too concerned with ‘objective’ 
measures of observable behaviour than with the broader emotional and cognitive 
meanings of pain and illness for those who suffer (Schmidt, Gierling and Peters, 1989 
; Turk and Flor, 1987). As Turk and Flor (1987) noted, pain behaviours are also 
poorly defined and there are no base rates for those individuals with known organic 
problems. Measures are then not reliable or valid to state what degree an individual is 
experiencing chronic pain (Main and Waddell, 1982) and this denies the 
‘responsiveness’ of the individual to the situation (Shoda, Mischel and Wright, 1994). 
This can result in value judgements being made by health professionals about how 
much and what type of action is appropriate to a patients particular symptoms (Bradley 
and Crisson, 1990). In its concern for objectivity and rigor, behavioural medicine has 
been accused of oversimplifying personality, neglecting important phenomena and 
denying significant relevance of the individuals experience (Pervin and John, 1997).
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Although behavioural contributions have been valuable, they do not offer a 
comprehensive account of the experience of chronic pain (Turk and Flor, 1987). 
However pain behaviour and avoidance are significant to the maintenance of chronic 
pain (Fordyce, Bergman, Brockway and Spengler, 1986) and possible development of 
further symptoms (Williams and Erskine, 1995, p. 356).
1 : 2 : 3  Psychophysiological Theoretical Contributions
Significant to explanations of chronic pain are psychophysiological issues concerning 
the importance of physical sensations such as muscle tension and dysfunction in 
relation to psychological variables. These symptoms may not be a cause of chronic 
pain, but it can result after years of adaptation to pain and exacerbate the individuals 
experience of chronic pain. This has been accepted in the presentation of most chronic 
pain patients due to : symptom of disuse ; symptom of distorted movement / posture ; 
adverse side affect of drugs (Bortz, 1984 ; Dworkin and Gitlin, 1991 ; Harding and 
Williams, 1995). Psychologists have been particularly interested in muscle tension in 
relation to psychological variables. This has been investigated most in regards to 
individuals with chronic back pain who react unknowingly with prolonged muscle 
tension to perceived problems to which normal controls respond with cardiovascular 
change (Flor and Birbaumer, 1992). Therefore sustained tension results in response to 
various stimuli affecting reports of chronic pain.
Muscle, bone, joints and connective tissue gradually deteriorate with reduced use. 
Cardiovascular fitness and respiratory function may also decrease due to minimal use. 
These changes in individuals with chronic pain may be disturbing and in conjunction 
with unpleasant symptoms after slight exertion, may be quite distressing to the 
individual. This may also combine with anxiety-related symptoms such as breath 
holding, raised heart rate, sweating or hyperventilating. Concern with physical 
sensations may increase if the individual becomes increasingly dependent on others 
and with expectation of painful sensations. Therefore psychophysiological 
contributions have helped understanding of physical symptoms in relation to 
psychological concerns.
1 : 2 : 4  Multi-Model Contributions
299
Large Scale Research
A number of models are developing which appreciate more than one area of 
explanation for the occurrence of chronic pain and give variable significance to each 
of these. Such explanations attempt not to explain an initial cause such as in early 
medical accounts, but seek to explain the diversity in how chronic pain is managed. 
One such model that has dominated the area of pain management and is the basis of 
this research is the cognitive-behavioural approach. This perceives a number of 
elements as being significant to the individual’s experience of chronic pain such as the 
interaction of environmental events, cognitions and behaviours which influence the 
individual’s subjective pain perceptions and expression of their pain (Bradley, 1996). 
Biological factors may initiate, maintain and modulate physical symptoms, however 
psychological factors influence the appraisal and perception of symptoms, and the 
behavioural responses of patients to pain. The cognitive behavioural approach 
assumes that individuals are actively processing information regarding internal stimuli 
and external events, resulting in pain behaviours being influenced by expectations and 
perception of the consequences of their behaviours. Individual’s thoughts may alter 
behaviour by their influence on emotional and physiological responses. These 
thoughts may also be influenced by emotional, physiological and behavioural 
responses. It is also presumed that an individual’s behaviours may be influenced by 
the environment as well as possibly also shaping the environment. Therefore there is 
dynamic interplay between cognitive, emotional and behavioural factors over time 
which from an acute to a chronic pain state. Emphasis on each of these factors 
individually only permits evaluation at a particular time. However chronic conditions 
are not seen as stable but as complex and evolving over time. Criticisms of this model 
are that its complexity make it difficult to conceptualize various aspects or to 
differentiate their effect. This is significant in clinical practise, the conceptualization 
of concepts and in the application of this model. It is also difficult to compare studies 
as there may be significant diversity in the conceptualization and emphasis upon 
different aspects of the model are given.
To summarize theoretical contributions, the ‘three systems model’ of physiological, 
subjective and behavioural contributions has extended our understanding of the 
experience of chronic pain, and enabled development of complex models such as the 
biopsychosocial and cognitive behavioural approaches. It has also prompted further
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research of related aspects to these three areas such as the role of significant others and 
methods of information processing (Karoly, 1985). Perhaps most importantly they 
have led to improved methods of assessment and intervention for the individual living 
with chronic pain. This study appreciates chronic pain from the multimodel approach 
of cognitive behavioural understanding which can be appreciated in methods of 
assessment and treatment.
1: 3 The Psychological Assessment of Chronic Pain
Chronic pain is increasingly acknowledged as being a complex multidimensional 
experience (Williams, 1994). There are a number of detailed and critical accounts of 
the assessment of chronic pain (Karoly and Jensen, 1987 ; Turk and Melzack, 1992 ; 
Williams, 1995), but this review hopes to suggest a summary of these only. It is 
important to consider the aims of assessment which broadly include determining : 
suitability of a patient for treatment ; an individual’s strengths and weaknesses to 
enable appropriate intervention ; monitoring of change. Assessment measures of 
physiological, subjective and behavioural components of pain are now explored.
1 : 3 : 1  Subjective Assessments
A number of measures have tried to evaluate the sensory, affective and cognitive 
components of the experience of chronic pain.
1 : 3 : 1 : 1 Sensory Assessment of the Pain
These measures frequently focus on the pain intensity, pain distress, location of pain 
and pain tolerance. There appears to be no ideal measure as yet although significant 
methods include : rating scales ; questionnaires ; pain diaries. Rating scales 
predominantly include verbal rating scales (VRS) and visual analogue scales (VAS). 
Verbal rating scales have been complicated by researcher’s use of language, its 
interpretation by patients and the assumption of equal distance between ordinal scales 
which complicates statistical measures (Kremer and Atkinson, 1984). VAS have been 
considered more superior, although they are still open to possible influence of an 
individual’s mood state (Center for Disease Control, 1992). However problems with 
unidimensional rating scales are that they fail to reflect the complexity of the pain
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experience. In contrast questionnaires have attempted broad factor structure and the 
most widely used descriptor of pain is the McGill Pain Questionnaire (MPQ), 
(Melzack, 1975). However the evolution of this has been troublesome leading to a 
variety of unsatisfactory interpretations of findings (Williams, 1994, p. 10). It has been 
found to be valuable as a measure of the qualitative aspects of pain, but less reliable 
and valid as a quantitative measure. The regular completion of pain diaries has proven 
useful accounts of the fluctuating course of chronic pain and treatment effects 
(Andrasik and Holroyd, 1980). These appear to be most useful in the closeness of 
association between self and other ratings as a source of information for clinical 
assessment.
1 : 3 : 1  : 2 Cognitive Assessment
Cognitions are seen increasingly as important to an individual’s experience of chronic 
pain including beliefs about the pain and their coping (Jensen, Turner, Romano and 
Karoly, 1991). The cognitive construct of catastrophizing has been assessed on the 
Coping Strategies Questionnaire (CSQ), (Rosentiel and Keefe, 1983) and found to be 
a strong indicator of treatment gains and maintenance of change (Williams and Keefe, 
1991). Beliefs about pain control have also been assessed on a measure developed by 
Skevington (1990) called the Beliefs About Pain Control Questionnaire which was 
derived from the Multidimensional Health Locus of Control Questionnaire (MHLC) 
(Wallston and Wallston, 1978). Self-efficacy for the management of pain has been 
increasingly investigated and Nicholas (1994) developed as an effective measure of 
this called the Pain Self-efficacy Questionnaire (PSEQ).
1 : 3 : 1 :  3 Affective Assessment
In appreciating the multi-dimensional aspect of chronic pain, the assessment of 
depression, anxiety and anger have proven of particular importance (Pilowsky, 1994, 
p. 1310). This evaluation enables clinicians to have greater understanding of the pain 
and disability for the individual. However many measures designed to evaluate affect 
were not standardized on individuals with physical illness. This complicates 
evaluation of findings as a number of such measures include somatic items which may 
be related to an individual’s physical rather than psychological state (Williams and 
Richardson, 1993). Measures such as the Hospital Depression and Anxiety Scale
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(HADS) by Zigmond and Snaith (1983) which were developed and standardized on 
individuals with physical illness have helped overcome some of these difficulties.
1 : 3 : 2  Behavioural Assessments
Measures include those of specific pain behaviours, but also general functioning and 
lifestyle impact. Behaviour assessment refers to ‘pain behaviours’ rather than pain as 
a subjective response per se. The behaviours may include : verbal and non-verbal 
complaints of pain ; body posture and gestures such as limping or holding the injured 
area ; withdrawing from usual activity ; activities indicating functional limitations 
such as resting ; active participation in activities such as use of medications and 
treatment (Fordyce, 1976). These have largely been assessed in two ways : direct 
observation ; self-observation. Direct observation may be in clinical settings or 
natural environments such as home or work (Cott, Archel, Goldberg et al, 1990). 
Assessment has involved frequency counts and rating scales completed by specific 
trained health professionals preferably rather than significant related others to the 
patient (Harris and Lakey, 1982). Self-observation gives responsibility to the patient 
and the possibility for the clinician to acquire valuable information. However most 
reliable results have been found when this is restricted to specific exercises completed 
and medication intake (Melzack and Wall, 1994).
General functioning assessment includes recording physical fitness, medication intake 
and ability to relax. Daily records of goals, observations or videotaping can be helpful 
in physical fitness assessment of activities such as walking speed, stairs and stand-ups. 
These assessments can prove valuable assessment and treatment tools (Harding, 
Williams, Richardson et al, 1994). Medication intake can be helpful to assess 
regarding use of drug, type of drugs utilized and attributions of the individual 
regarding drug use. This assessment can enable appropriate drug use and promote 
better coping for the individual. Assessment of relaxation can also help encourage 
awareness of tension and therefore enable improved coping (Flor, Turk and 
Birbaumer, 1985). Lastly, life impact can be evaluated on specific questionnaires such 
as the Sickness Impact Profile (Bergner, Babbit, Carter and Gilson, 1981) or the 
Oswestry Low Back Pain Disability Questionnaire (Fairbank, Couper, Davies and 
O’Brien, 1980).
303
Large Scale Research
1 : 3 : 3  Psvchophvsiological Assessments
These investigations are usually performed to determine physiological changes which 
may play a causal role in the development of chronic pain or those which are thought 
to occur as a response to the subjective experience of pain. Methods of investigation 
are usually those at neurophysiological, autonomic and biochemical level such as 
electromyography (EMG), heart rate and endorphin levels. Generally, EMG measures 
have proven most useful (Flor, Milther and Birbaumer, 1992). Muscular hyperactivity 
under conditions of physical activity and emotional distress may increase levels of 
pain experienced, but are not usually the sole cause of the pain (Williams and Erskine, 
1995, p.365). Measurement of physiological variability may not be particularly useful 
for diagnostic purposes and may be complicated by the long term complex effects of 
illnesses such as chronic pain. Information about changes in related physiology may 
be of some interest particularly future methods of monitoring interventions and their 
associated outcomes.
1 : 3 : 4  Multimodel Assessment
The variety of measures to evaluate different aspects of the individual’s experience of 
living with chronic pain reflect the multi-dimensionality of this area of study. To 
consider only the sensory features of chronic pain and ignore its motivational-affective 
properties is to look at only part of the problem. Use of a number of different 
measures or the use of a multidimensional scale have been encouraged. The 
development of multidimensional scales has involved assessment of such areas as 
objective, experiential and social dimensions.
To summarize, assessment of chronic pain has involved various measures of the 
experience of chronic pain for the individual to be evaluated. This has led to multi­
dimensional acknowledgement of the experience of chronic pain (Williams, 1994), its 
management and investigation.
1: 4 Psychological Approaches to Chronic Pain Management
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Treatment here is reviewed with emphasis on psychological approaches to pain 
management. The management of chronic pain has greatly developed in parallel with 
awareness that chronic pain is maintained by multiple factors. Detailed treatment and 
outcome reviews regarding chronic pain can be found in texts such as Gatchel and 
Turk (1996) or Turk and Meichenbaum (1994). This review hopes to summarize 
psychological approaches of behavioural, subjective, physiological and multimodel 
management of chronic pain.
1 : 4 : 1  Subjective Change
Elements included in subjective change include cognitions and emotions. These 
aspects include education and improving mood and confidence. Education involves 
evaluation of beliefs of pain held by the patient. As patients are introduced to more 
complex models of pain they are encouraged to ask questions to expand their own 
understandings. Education may help clarify physiological knowledge but also expand 
understanding of psychological and behavioural components of pain and its 
management. These might include : explanation of secondary physical impairment 
from disuse ; behavioural principles of habit change and selective reinforcement ; the 
role of thoughts and feelings in chronic pain (Williams and Erskine, 1995).
Cognitive coping strategies have a long history in influencing mood and confidence 
for individuals with chronic pain. The cognitive events altered may include an 
individuals attentional processes, images and / or self-statements. Anxiety, depression 
and anger are the negative mood states most strongly focused on in treatment 
programmes. Anxiety management is particularly helpful in enabling individuals to 
try new or feared situations, and the explanation of the relationship between success 
and improved confidence is provided for patients. Individual fears are most 
commonly elicited on forms with the challenging of negative thoughts promoting 
more realistic problem solving. Depressed mood cognitions and those related to anger 
are elicited, explained and challenged in a similar way to enable the individual to 
better utilize their resources, achieve goals and manage their chronic pain. Greater 
appreciation of the patients’ demonstrated strengths, qualities and achievements are 
also encouraged (Williams and Erskine, 1995, p368). Therefore emphasis is given for
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recognition of negative thoughts and intervening early by challenging these cognitions 
with more realistic or helpful thoughts.
1 : 4 : 2  Behavioural Changes
Modification of pain behaviours is approached directly by contingency management 
approaches, but also indirectly in the multi-model pain management approach ( 1 : 4 :  
4). Contingency management approaches for the treatment of chronic pain were 
derived from Fordyces’ view of chronic pain as primarily a behavioural problem 
(Fordyce, 1976). The aim of operant programmes is to increase the frequency of well 
behaviours and reduce pain behaviours, rather than reduce pain intensity. Fordyces’ 
view has been outlined earlier in this review. This approach is easier to apply on an 
inpatient basis so there is consistent encouraging of well behaviours. Attention is 
given to well behaviours and none to pain behaviours. Well behaviours include 
participation in physical therapy programme to increase patient activity levels with 
daily exercise quotas determined on the basis of patients’ initial tolerance levels. As 
the quota is increased, so the patient becomes able to manage more with their progress 
charted graphically and progress reinforced by staff. Emphasis is also given on 
recovery of activities with short and long term goals defined for work, home and 
leisure activities. This also involves establishing baselines and rates of increase for 
the purpose of pacing , and these goals can be woven into a pain management 
programme. There is some support for the view that pain behaviours and activity 
levels in chronic pain patients can be controlled by altering reinforcement 
contingencies in this way (Fordyce, Roberts and Stembach, 1985). In some multi­
method approaches, a mixture of therapeutic ingredients have been included within 
operant programmes. However the orientation of each programme may vary and are 
discussed in greater detail in section 1 : 5 : 4 .
1 : 4 : 3  Psvchophvsiological Issues
Physiological change within psychological approaches to pain management largely 
relate to relaxation and bio-feedback. Relaxation is not a powerful skill to reduce 
chronic pain, but it is widely used in its treatment. There are a number of reasons why 
relaxation training may be effective in reducing pain : reducing levels of muscle
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tension ; reducing generalized arousal and subsequent perception of chronic pain ; 
distracting as a process regarding attention given to unpleasant sensations ; increasing 
the individuals perceived control over symptoms and pain ; as imagination 
transformation of pain sensation to non-pain sensation (Pearce, 1986). Such methods 
are reported to be helpful to patients who practise them regularly. Bio-feedback has 
also been shown to be effective for some people with chronic pain, although as with 
relaxation, its mode of action is unclear. Four main types of bio-feedback have been 
applied to the management of chronic pain (Turner and Chapman, 1982) noticing : 
alpha waves activity ; muscle tension ; skin temperature ; pulse. However unlike 
relaxation there is little evidence to support its routine use, except in demonstrating an 
association between subjective stress and objective muscle tension (Andrasik and 
Blanchard, 1983).
1 : 4 : 4  The Multi-Method Approach
In contrast is the multi-method approach utilized in many pain management 
programmes, in which a mixture of therapeutic ingredients have been included within 
operant programmes such as contingency management, increased exercise, 
psychological therapies, relaxation and education. This approach appreciates
biopsychosocial and cognitive-behavioural approaches in the implementation of pain 
management programmes on inpatient and outpatient bases (Cott, Anchel, Goldberg, 
Fabick et al, 1990 ; Nicholas, Wilson and Goyen, 1992 ; Turk, 1996 ; Williams, 
Richardson, Nicholas, Pither et al, 1996). Such treatment approaches are increasingly 
implemented in group settings for patients. Unfortunately the evaluation of such 
programmes is frequently confounded by the inclusion of a mixture of therapeutic 
ingredients. This makes it difficult to establish which component is responsible for 
changing behaviour (Turk, 1996). The quality of measures used and conceptualization 
of concepts may complicate comparison of studies (Williams, 1994). Pain 
management programmes which integrate physiological, subjective and behavioural 
approaches appear to have most significant impact. However dependence on this 
approach must be avoided as certain individuals may also benefit from alternative 
approaches such as psychodynamic, systemic, long term psychotherapy or family 
interventions (Hanson and Gerber, 1990).
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To summarize, the variety of presentation in chronic pain patients suggests a need for 
diversity in management approaches. Multi-modal therapies may enable exposure for 
the individual to a significant number of therapeutic alternatives and therefore possibly 
greater likelihood of success with the programme. Establishing which patients are 
best suited to which treatment may enable better outcome. Issues significant to 
treatment approach may include psychosocial issues for the individual. Greater 
understanding of psychosocial issues of patients with chronic pain will therefore affect 
efficacy and outcome of treatment programmes.
1: 5 Understanding Group Based Treatments for Chronic Pain
1 : 5 : 1  The Issue of Group Based Therapies for Chronic Pain
Pain is a uniquely private experience, but it also occurs in a social context. Therefore 
psychologists have emphasized a group approach in helping patients learn to cope with 
chronic pain (as described in 1 : 4) and this approach has become the most major form 
of psychological intervention for persistent pain in the last decade (Keefe, Beaupre and 
Gil, 1996). A group format has been noted to have a number of advantages in the 
treatment of chronic pain (Yalom, 1986 ; Keefe et al, 1996 ; Hinsz, Tindale and 
Vollrath, 1997) :
- Groups can formally or informally enable sharing of effective coping skills and 
resources.
- Groups provide opportunities for feedback, modelling, observational learning, and 
become significant reinforcers of positive change.
- The group enables individuals with chronic pain to be exposed to other individuals 
with similar behavioural and psychological problems related to pain, thus reducing a 
sensation of isolation with such issues.
- Groups can enable social comparisons so that the individual may better understand 
how their own behaviour, thoughts and feelings influence the pain.
- Groups can provide the individual with chronic pain, with a sense of being able to 
help others.
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- Groups can perform cognitive tasks as information processors such as : processing 
objectives ; attention ; encoding ; storage ; retrieval ; processing ; response ; feedback ; 
learning.
- Groups enable efficient functioning within a multidisciplinary team and treatment to 
be implemented in a cost effective manner.
Groups are then beneficial approaches for the implementation of programmes such as 
pain management for a number of different reasons, some of which are identified 
above.
However although research is supporting the efficacy of group based treatments, 
clinical directives on how such groups should be conducted is less accessible. 
Although a number of clinical issues are significant to group based treatments, one 
particular issue that is seen as significant for this study is the role of affect. A period 
of preference for the study of cognition has dominated social psychological studies, 
however affective factors and their role in social psychological processes has 
continued (Hamilton and Mackie, 1993). Affect has been acknowledged as significant 
in studies of people with chronic pain concerning : general prevalence of negative 
affective symptoms (May, 1992 ; Williams and Erskine, 1995 ; Craig, 1994) ; affective 
issues influence on interpersonal skills (Turk and Rudy, 1990 ; Oberlander, Schneier 
and Liebowitz, 1994) ; implementation of group therapies (Keefe et al, 1996). Studies 
that have noticed the prevalence of negative affective states in particular have reported 
depression, anxiety and anger (Craig, 1994). Social anxiety may result as a 
consequence of some or all of these negative affective states such as depression 
(withdrawal), anxiety (avoidance) and anger (ostracized by others), thus affecting 
interpersonal relationships. Social anxiety can be defined as trepidation and concern 
about social encounters, presenting in various forms such as shyness, embarrassment 
and communication apprehension. DSM IV relaxed an earlier axis HI exclusion 
criteria of social anxiety secondary to disfigurement or disabling physical conditions 
from the diagnostic category of social phobia. The axis HI exclusion was without 
empirical basis and dually burdened individuals such as those with chronically painful 
conditions with physical and emotional obstacles. The frequency of social anxiety for 
individuals with disfiguring or disabling physical conditions is now independently 
acknowledged and individuals are eligible for social phobia treatment (Oberlander,
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Schneier and Liebowitz, 1994). The severity of emotional distress has been shown to 
be an important predictor of treatment outcome ( Turk and Rudy, 1990 ; Wade et al, 
1990). In group therapy research such as that by Keefe et al (1996) affective distress 
has been recognized as a problem in conducting sessions for individuals with chronic 
pain. They found that high levels of emotional distress can interfere with group 
treatments resulting in intense unproductive discussion which creates raised tension 
for group members for some time after the session. Therefore group based 
interventions for individuals with chronic pain may be influenced by the level and 
frequency of emotional intensity which have been shown to be high in this population. 
To summarize, group based treatments appear to be a viable treatment option for many 
individuals with chronic pain (Keefe et al, 1996), although there are few known 
studies comparing group based treatments and treatments provided for the individual 
alone in regard to outcome. However research of aspects such as the influence of 
affective states are few, and the impact of such emotional aroused patients in group 
treatments may be considerable. Further research of the structure, theory and clinical 
applicability of group based interventions for people with chronic pain will enable 
more effective outcome.
1 : 5 : 2  Defining Group Based Treatments
The focus of groups tends to be to foster behavioural change, educate patients about 
their pain and provide social support (Keefe et al, 1996). However although the 
specific focus of each group is important to its style of implementation and referred 
patients, often there is an overlap of these goals as group styles are multi-model based. 
Behaviour change groups aim to teach and promote new coping behaviour that will 
enable better pain management. These groups are usually small, with a structured 
format and heavy emphasis on instruction, rehearsal and practise with pain coping 
skills. Long standing behaviours and beliefs are focused on which are often tied to 
complex and emotionally difficult issues. The few efficacy studies of this approach 
are impressive (Keefe et al, 1990). The patient education groups aim to increase the 
knowledge of symptoms and illness, and thus better adjustment for the patient. 
Therefore this approach is most often utilized if there is a specific diagnosis and 
within medical settings. Improvements in pain management are shown after such
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intervention but they rarely parallel with an increase in actual knowledge (Keefe et al 
1996). Lastly, social support groups are based on the idea that many individuals with 
chronic pain feel isolated and therefore may benefit from the support and 
encouragement of others in similar situations. This approach is much less structured 
than the previous two intervention styles regarding format and attendance. Social 
support groups have been linked to reduced psychological distress in chronic pain 
patients (Bradley et al, 1987) but this efficacy is not clearly explained. Multi-model 
based groups provide more than one function sometimes intentionally and others 
informally. This merging of aims can provide effective treatment approaches such as 
the cognitive behavioural group model approach as outlined in Keefe et al, (1996). 
Therefore group based interventions may vary in definition and aim which is 
significant to evaluation and outcome.
1 : 5 : 3  A Group Cohesiveness Theory for Group Based Interventions for Chronic 
Pain
Group cohesiveness is a social psychological concept referring to an interpersonal 
processes. Group cohesiveness as a concept arose from experimental social 
psychological studies of groups in the first half of this century and was formally 
identified as a theory in the 1950’s (Festinger, Schacter and Back, 1950). As a theory 
of group solidarity and psychological group formation, group cohesiveness appears to 
treat interpersonal attraction as the generative process. The social cohesion model is 
utilized by the idea of group cohesion, likening the group to a molecule in which 
people are individual atoms and interpersonal attractions are interatomic forces (Raven 
and Rubin, 1983, p405). The social cohesion model attributes interatomic forces of 
interpersonal attraction to achieve shared goals, attitude similarity, physical proximity, 
common fate, shared threat, being liked by the other, attractive personality traits and 
success on group tasks (Lott and Lott, 1965). Ultimately interpersonal attraction arises 
from mutual satisfaction of interdependent goals which bind people together as a 
group.
The fundamental hypothesis has been perceived by Turner, McCanna and Beidel 
(1987) as being the belief that people who depend upon each other (not necessarily 
exclusively) to satisfy certain needs, and who achieve or expect to achieve
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satisfactions from their associations, develop feelings of mutual attraction and thus 
become a group. This general framework of social cohesion contextualizes 
conceptualizations of the social group and is schematically portrayed in Figure 1. The 
model has been linked to a variety of theories emphasizing either interindividual 
interdependence or interindividual similarity (Hogg, 1992, p.27). Overall, 
interpersonal attraction is at the core of the conceptualization of group cohesiveness 
for relatively small groups working closely together to achieve similar goals. 
Interpersonal attraction enables relations within groups for the fulfilment of the groups 
goals. Interpersonal attraction is the fundamental process responsible for the 
psychological formation of the group and the degree of group cohesiveness. Group 
cohesion has been valued as a prerequisite to and a natural consequence of successful 
therapeutic group process (Yalom, 1975 ; Stokes, 1983). A positive relationship 
between cohesion and risk taking regarding self-disclosure has been made in some 
group studies (Stokes et al, 1983). Although some studies have indicated that group 
cohesion is not always desirable or significant (Budman et al, 1993), consensus has 
remained among some theorists that group cohesion is related to positive outcome. 
However a common problem with group cohesion is that it is not easy to define 
conceptually nor easy to operationalize as a measure (Mudrack, 1989). Group 
cohesion can vary across time and phase of the groups development (Budman, Soldz, 
Demby et al, 1993). Therefore careful use of this concept and theory is required in 
understanding the findings of studies of group dynamics.
To summarize, group cohesiveness is a social psychological concept which is believed 
to influence membership of a group and the outcome of its individuals. The 
cohesiveness of groups in a variety of contexts has been explored, but the population 
of each is regarded as unique.
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Figure 1 : The General Framework of the Social Cohesion Model
Existence of individual goals that cannot be satisfied
independently
Aggregation of unrelated individuals
Mutual interdependence and co-operative interaction
Mutual goal satisfaction
\
Individuals perceive one another as being sources of reward
\ /
Interpersonal attraction = Group cohesiveness
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1: 6 Research Questions
This large scale research study presents the psychological approach of pain 
management. The review also notes a possible effect of interpersonal dynamics such 
as group cohesiveness and social anxiety on a group based pain management 
programme. The review then sets the scene for understanding the outcome of a group 
based pain management programme in regards to interpersonal dynamics. The effect 
of the ‘group’ has been noted to be important for a number of individuals attempting 
to learn new methods of managing their pain. However it is unclear whether this 
effect is significant to the outcome from a pain management programme and which 
factors such as affect (social anxiety) might affect the process. This study aims to 
evaluate the outcome of individuals from a group based pain management programme 
as well as note their perception of ‘group cohesiveness’ and their own social anxiety. 
RESEARCH QUESTION 1 : To determine whether the experience of group 
cohesion is associated with social anxiety.
RESEARCH QUESTION 2 : To determine whether individuals reporting low 
group cohesion are less likely to benefit from the pain management programme. 
RESEARCH QUESTION 3 : To determine whether individuals reporting high 
social anxiety are less likely to benefit from the pain management programme. 
RESEARCH QUESTION 4 : To determine whether individuals in intakes
characterized by a majority of low group cohesiveness members are less likely to 
benefit from the pain management programme.
RESEARCH QUESTION 5 : To determine whether individuals in intakes
characterized by a majority of high social anxiety members are less likely to benefit 
from the pain management programme.
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Part 2 : Methodology 
2 : 1  Participants
2 : 1 : 1 The Population and Sample
The initial population, from which the sample was taken, consisted of eighty-one 
individuals which were the constituents of 8 consecutive intakes to an inpatient pain 
management programme between 7.12.97 and 30.3.98. Of this population there were 
20 men (24.6%) and 61 women (75.4%), with ages ranging from 20 to 75 years. Each 
had experienced chronic pain for a period ranging between 15 to 600 months. Of this 
population there were 9 dropouts from the pain management programme throughout 
the four weeks and 12 refusals to participate in this study (see Table 1). The sample 
for this study consisted of 60 individuals (73.8% of the population) their basic 
demographic characteristics are shown on Table 2. This shows that the majority of the 
sample were : females ; middle-aged ; white ; skilled manual or clerical workers. In 
Table 3 information concerning the chronic pain experience for the sample has been 
noted according to information most commonly researched for individuals with 
chronic pain. This shows that the majority of the sample reported their pain : sited in 
the lower back / buttocks ; having existed for less than 100 months ; resulting in their 
being registered disabled ; starting for no reason. Fourteen of the sixty individuals on 
self-report expressed that their pain was originally sited in their upper body (i.e. head, 
face, neck, shoulders, hands, arms, chest or throat). However in more detailed 
physiological assessment, their pain was evaluated as being more general affecting 
upper and lower body. Therefore all sixty participants were managed the same within 
the pain management programme without specific upper of lower body preference for 
rehabilitation. Total body rehabilitation was targeted for each of the participants with 
personalization of the intervention as appropriate. Table 4 reports on the treatments 
received by participants in the study, showing that most had had at least one admission 
in hospital for an operation. The most frequently reported treatments tried included : 
medicines ; injections / nerve blocks ; TENS ; acupuncture ; physiotherapy.
Thirteen individuals did not choose to participate and this may be due to a number of 
factors. Although an exclusion from study sheet was provided none of these were
315
Large Scale Research
Table 1 : Description of Participants of the Study According to Each Intake
Intake of 
Patients
Total Number 
of Patients
Drop Outs 
from the 
Programme
Refusals to 
take p art in 
the Study
Total Number 
of Patients in 
the Study
N=8 N=81 N=9 N=12 N=60
1 9 1 1 7
2 10 0 1 9
3 11 2 2 7
4 10 2 3 5
5 10 0 1 9
6 11 3 1 7
1 10 1 3 6
8 10 0 0 10
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Tabic 2 : Demographics of the Sample for this Study
Number from the 
Sample
Percentage of the 
Sample
Total 60 100%
Gender
Males 14 23.3%
Females 46 76.7%
Ages
Twenties 7 11.7%
Thirties 12 20%
Fourties 15 25%
Fifties 17 28.3%
Sixties 7 11.7%
Seventies 2 3.3%
Ethnicity
White • 56 93.3%
Black / Afrocaribbean 3 5%
Asian 1 1.7%
Socioeconomic Status
Unskilled Manual / Light / Heavy 4 7%
Skilled Manual / Clerical 36 60%
Professional /  Managerial 20 33%
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Tabic 3 : Information About the Pain of the Sample
Number from the 
Sample
Percentage of the 
Sample
Total 60 100%
Months in Pain
Less than 100 34 55.7%
101-200 18 30%
201-300 6 10%
301-600 2 3.3%
Orieinal Site of Pain
Head / Face 3 5%
Neck 8 13.3%
Shoulders /  Hands / Arms 2 3.3%
Chest /  Throat 1 1.7%
Abdomen 0 0%
Lower Back / Buttocks 41 68.3%
Hips / Legs / Feet 3 5%
Pelvis 1 1.7%
Rectum / Vagina 1 1.7%
Registered Disabled
Yes 33 55%
No 27 45%
Circumstances Pain Began
Work accident with vehicle 3 5%
Work accident no vehicle 9 15%
At work but no accident 4 7%
General accident with vehicle 7 11.7%
General accident no vehicle 12 20%
Following surgery 4 7%
Following illness 5 8.7% .
No reason ,16 27%
Legal Action
Involved at present 9 15%
Action taken in the past 6 10%
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l'Tfrfc 4 : Information About the Treatments for the Pain Received by the Sample
Number from tho 
Sample
Percentage of the 
Sample
Total 60 100%
Admission to Hospital
Never 22 36.7%
Once 36 60%
Twice 2 3.3%
Number of Operations
None 37 61.7%
One 23 38.3%
Received Anv of the Following
Medicines 59 98.3%
Physiotherapy 49 81.6%
Injections / Nerve Blocks 47 78.3%
TENS 47 78.3%
Acupuncture 40 66.7%
Hydrotherapy 23 38.3%
Bedrest 21 35%
Relaxation 21 35%
Traction 21 35%
Osteopathy 21 35%
Saw a Psychologist 16 26.6%
Saw a Psychiatrist 15 25%
Chiropractic 13 21.7%
Alexander Technique 6 10%
Hypnosis 4 7%
Biofeedback 0 0%
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returned to the researcher. There were three patients who reported verbally to the 
researcher that they were experiencing a number of stresses in their life at that time 
and did not feel that they could therefore offer anything constructive to the study. 
Briefly, other reasons included that the participants on the programme already 
completed a number of questionnaires on the programme, that the last week of the 
programme was stressful due to closure and discharge, and also that the questionnaire 
was too distressing for them. There are other reasons why the patients did not reply to 
the questionnaire that can be inferred, and are developed further in the discussion (4 : 
5 : 1).
2 : 1 : 2  The Inpatient Pain Management Programme
The participants were admitted to an inpatient cognitive behavioural pain management 
programme for patients with chronic pain at a large teaching hospital. Patients were 
screened approximately two months before admission to the unit. This involved the 
patient and their significant other meeting with a clinical psychologist and a medical 
doctor for a semi-structured interview (appendix 1) Patients were included on the 
programme if they fulfilled two of the following criteria :
- widespread disruption in activity due to the pain.
- habitual overactivity leading to increased pain.
- use of excessive medication related to pain problems (regular use of analgesics and / 
or sedatives for more than six months without adequate relief).
- high affective distress score on assessment, or clear reports of emotional distress 
attributed by the patient to the pain.
- use of unnecessary aids, such as crutches or a corset (as assessed by an anaesthetist).
- high levels of reported or observed pain behaviour.
- work reduced, impaired or ceased owing to pain.
Patients were excluded from the pain management programme if they fulfilled one of 
the following criteria :
- cannot use English, written or spoken.
- cannot climb stairs.
- current psychotic illness.
- unavailable for a four week period.
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- suitable for further physical treatment, as assessed during medical examination.
- pain for less than six months.
- less than eighteen years old.
- currently using opioid analgesics prescribed as treatment for drug dependence, or not 
prescribed for patient.
If admission to the program is agreed after screening there is a waiting list of 
approximately 2-10 months. Then there is a pre-treatment assessment approximately 
seven days before admission which includes measures of behavioural functioning, 
psychological functioning and a listing of medications utilized. This provides 
information about progress and helps plan treatment with the assessments also 
administered on the last day of the programme. Patients were admitted in groups of 
around 10 members. The participants stayed in hospital accommodation and attended 
the programme Monday to Thursday, 8.30am - 5.00pm, returning to their homes at the 
weekends (appendix 2). In their free time patients were encouraged to apply the 
programme methods to their daily routines and activities. The four week programme 
was delivered by a multidisciplinary team of clinical psychologists, physiotherapists, 
nurses, occupational therapists and anaesthetists. The main components of therapy 
included : education ; teaching behavioural and cognitive skills ; a stretch and exercise 
programme ; medication reduction ; goal setting and pacing ; relaxation training.
2 : 2  Instruments
Instruments utilized in this study include assessments by the inpatient unit at pre­
treatment and on the last day of the programme, and the questionnaire of group 
cohesiveness and social anxiety implemented by the author. Each measure utilized is 
described with its reliability and validity also estimated.
2 : 2 : 1  Inpatient Unit Assessments
The assessments completed by the inpatient unit can be classed into three types of 
measures : subjective self-assessments (self-report questionnaires of the pain and 
associated distress) ; objective assessments (assessment by another of patients’ 
physical functioning) ; monitoring of the distribution of medications by staff for each
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patient. These were completed by the patients at pre-treatment and on the last day of 
the programme.
2 : 2 : 1 : 1 Subjective Assessment
The Pain Questionnaire (PQ) is a measure of the pain intensity and pain distress at that 
point in time and an estimated average for previous week. Patients self-report on a 
numerical scale from 0 to 100. Pain intensity is rated at 0 for “no pain” and at 100 for 
“as intense as it could be”. Disruption of normal activities by the pain for the patient 
are evaluated at 0 for “not at all” and at 100 for “completely disrupted” (appendix 3). 
Rating scales are the most commonly used measure in clinical pain research. This self- 
evaluative measure has been created and utilized solely on the pain management 
programme where this study took place, but follows the format recommended for such 
measures (Pearce and Mays, 1994).
Pain Self-Efficacy
The Pain Self-Efficacy Questionnaire (PSEQ), (Nicholas, 1988) is a self-report 
questionnaire. The construct of pain self-efficacy is believed to be the degree of 
confidence that an individual has to participate in certain activities while experiencing 
their chronic pain. This questionnaire has 10 items which are answered on a 6 point 
Likert scale from 0 “not at all confident” to 6 “completely confident”, with a 
maximum score of 60 (appendix 4).
Nicholas (1994) noted reliability of the PSEQ, with test re-test correlation’s result of 
0.79 was evaluated on a different sample of a mixed group of chronic pain patients. 
The mean score for first testing was 22.1 (SD 10.3) and second testing was 24.8 (SD 
11.2). Therefore the PSEQ is perceived as being reliable with good stability across 
time. Regarding the validity of the PSEQ, Nicholas (1994) completed a series of 
Pearson’s product moment correlation’s comparing it to a number of measures 
commonly utilized in pain research. Due to the large number of intercorrelations strict 
significance criteria were imposed with only correlation’s of r > 0.40 and p < 0.001 
considered significant. Results showed that the PSEQ has significant concurrent 
validity, good construct validity and discriminative validity. As with previous 
measures of self-efficacy, the PSEQ has shown a high negative correlation with mood 
measures (EDI and STAI), (Kanfer and Zeiss, 1983). However a regression analysis 
of these original data indicates that the EDI accounted for only 33.6% of the variance
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of PSEQ scores. Therefore although mood might influence perceived self-efficacy, it 
is not the only influence. The PSEQ appears to have good validity as a measure of the 
construct of pain self-efficacy with a Cronbach’s coefficient alpha of 0.92 (Nicholas, 
1994).
Depression
The Beck Depression Inventory (BDI), (Beck, Ward, Mendelson et al, 1961) is a self- 
report measure of the occurrence and intensity of depressive symptoms. It contains 21 
items as statements reflecting depressive feelings and attitudes for the past week 
including the day of test completion. Subjects are asked to rank them on a four point 
scale to indicate degree of severity, with a maximum score of 63 (appendix 5).
The BDI has been shown to have good reliability with corrected split-half 0.93 and 
test re-test around 0.7 after one week. The validity of the BDI has been assessed by 
Shaver and Brennan (1991) showing test scores to be significantly related to clinical 
diagnoses of depression with correlation’s ranging from 0.6 to 0.9. The BDI was also 
noted by these authors to be positively correlated to most other tests of depression but 
this was largely because these were constructed and validated so to do. Factor analysis 
of the BDI reveals three oblique factors and one second order factor, thus supporting 
the validity of the scale. The reliability and validity of the BDI have promoted it to be 
a useful measure of clinical depression (Kline, 1993). As noted by Williams and 
Richardson (1993) some caution is necessary when utilizing this measure with patients 
who have chronic pain as there are a number of somatic items which may be affected 
by the patient’s condition.
Anxiety
The Hospital Anxiety and Depression Scale (HADS) (Zigmond and Snaith, 1983) was 
utilized as a self-report measure for the level of anxiety experienced by the individual. 
It consists of two subscales measuring anxiety and depression, but for the purposes of 
this study it was not relied upon as a measure of depression. This was because the 
BDI was seen as a better measure of depression in this population (Williams, 1995). 
The HAD evaluates the state of generalized anxiety not necessarily focused upon any 
situation. The concept of anxiety covers that state of anxious mood, restlessness and 
anxious thoughts for the individual. It contains seven items and patients are asked to 
rank them on 0-3 with a maximum score of twenty-one (appendix 6).
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Regarding reliability of the HADS, Zigmond and Snaith (1983) established good 
internal consistency with item subscale correlation being significant between 0.76 - 
0.41. Morley et al (1991) reported internal consistency with a Cronbach’s alpha of 
0.93 for the anxiety scale which was supported by Clark and Fallowfield (1986). The 
test-retest reliability is good with significant correlation’s of 0.89 for anxiety (Snaith 
and Zigmond, 1994). The validity of the HADS has also been supported with good 
face validity reported and respondents describing it as easy and acceptable to complete 
(Snaith and Zigmond, 1994). The construct validity of the scale for anxiety was 
confirmed by factor analysis (Morley, Green, Watson et al, 1991). Concurrent validity 
assessment revealed significant correlation’s of 0.54 for anxiety (Zigmond and Snaith, 
1983). Concurrent validity has also been reported in psychiatric patients (Bramley, 
Easton, Morley et al, 1988), a heterogeneous group of patients with physical illness 
(Aylard, Gooding, McKenna and Snaith, 1987), patients attending a genito-urinary 
clinic (Barczak, 1988) and in patients with cancer (Ibbotson, Maguire, Selby et al, 
1989). The validity of the separation of the two subscales is confirmed in Morley et 
al, 1991). The relation of the subscale for anxiety to independent assessments of the 
mood disorders are further established by Snaith and Taylor (1985) and Aylard et al 
(1987).
2 : 2 : 1 : 2 Objective Assessment
Physical functioning assessments were completed by the physiotherapists in the unit 
according to written and standardized instructions so as not to influence their 
completion. The three subtests that have been noted as most significant to note in 
research studies of pain management are : five minute walk distance in metres ; 1 
minute stand ups total ; 1 minute stairs. These tests have been standardized and closely 
correlated with patients general level of functioning by staff within the unit (Harding, 
Williams, Richardson et al, 1994).
Walking
For the five minute walk the patients walked the length of a corridor which was 20 
metres and were timed on a stopwatch. They were not permitted to use personal aids, 
but were allowed to lean against the walls or sit for as long as they required. The 
patients were reminded of the time periodically.
Standing-up
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The patients were asked to repeatedly stand-up and sit down for a period of one 
minute. They were not permitted to utilize personal aids and the chair had no arms. 
They were permitted to rest either sitting or standing as they required. The patients 
were reminded of the time every twenty seconds.
Stair Climbing
Patients walked up and down an allocated set of stairs for this particular purpose. 
There was a landing halfway and they could lean against walls, but otherwise there 
was only a banister one side and they were not permitted to use aids. Patients were 
told the elapsed time every 20 seconds.
These tests have been given to 1211 patients at the inpatient pain management unit. 
Therefore certain norms and ranges have been noted for patients with chronic pain. 
Assessment varies as to whether the pain site is specifically in the upper or lower 
body, but for the purposes of this research all the clients presented with general and 
lower body as the main site of their chronic pain.
2 : 2 : 1 : 3 Medications Required
Use of medications and their classification was noted in an interview with the nurse at 
pre-treatment and on the last day of the programme. Within the first two days of the 
programme the patients receive a presentation about medications regarding 
effectiveness, side-effects and methods of reduction. The patients are encouraged to 
give all their drugs to the nurse at the beginning of the programme and who then 
controls medication distribution with consent of the patient.
In this study the number and frequency of use of drugs from each of the above 
categories was noted, the total number of drugs used and the method of reduction 
utilized while the patient was on the programme. The drugs were classified and noted 
as : non-steroidal anti-inflammatorys (NSAIDs) ; opioid analgesics ; antidepressants ; 
tranquillizers ; total class of drugs ; total number of drugs.
2 : 2 : 2  Questionnaire of Group Cohesiveness and Social Anxiety 
In addition to the measures completed by the patients within the inpatient pain 
management programme, a specific measure was added to note group cohesiveness 
and social anxiety for the individual. The group cohesiveness measure was adapted 
for the purposes of this study. The social anxiety measure utilized was the Social 
Avoidance and Distress Scale (Watson and Friend, 1969).
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2 : 2 : 2 : 1 Measure of Group Cohesiveness
The group cohesiveness questionnaire utilized in this study was adapted by the author 
for the purposes of studying this specific population (appendix 7). The questionnaire 
was influenced by the : Gross Cohesiveness Scale (GCS) (Gross, 1957) ; 
Cohesiveness in Therapy Groups Scale (CTGS) (Yalom, Houts, Zimerberg and Rand, 
1967) ; report of uniqueness of the pain.
The Gross Cohesiveness Scale (GCS)
Gross (1957) developed this measure to test the relationship between compatibility 
and cohesiveness. Cohesiveness here is perceived as a general satisfaction with the 
group activities and a members accepted place in those activities. It is a 7 item 
questionnaire with a range of 5 possible responses to each item, ranging from like very 
much to dislike very much with a possible maximum score of 30 (appendix 8). This 
GCS includes the first 6 items of the scale used in this study, plus an item of “how 
often do you think your group should meet?”. This seventh item was not utilized in 
this study as it was not relevant to the pain management programme which does not 
offer a frequency or optional attendance approach.
The GCS has been shown to have good reliability with a Coefficient alpha = 0.81 
(Stokes, 1980). Lieberman, Yalom and Miles (1973) tested the assumption that 
cohesion as measured by the GCS and its variants was a reliable measure of a single 
construct. The coefficient alpha, a measure of reliability based on internal consistency 
(Nunnally, 1967) is 0.861 for these data. Regarding the validity of the GCS, it has 
been found to be correlated with other measures of cohesion (Schütz, 1966 ; 
Kirschner, Dies and Brown, 1978) and thus utilized by a number of researchers 
(Evensen and Bednar, 1978 ; Crews and Melnick, 1976 ; Kirschner et al, 1978).
The Cohesiveness in Therapy Groups Scale (CTGS)
Yalom et al (1967) developed an eleven item scale specifically for use with therapy 
groups (appendix 9). This questionnaire had a range of 5 possible responses to each 
item ranging from “like very much”, to, “dislike very much”. Items from this 11 item 
scale that were added to this study included monitoring of participant’s feelings about 
their contributions to the group ; whether working with the group helped the 
individual attain their personal goals ; how well the participant believed their group 
worked compared to other groups. Items from the CTG that were not relevant to this
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study that were omitted, included : feelings about the length of group meetings ; 
feelings about the group therapist ; feelings about being ashamed to be in group.
The CTG is possibly the most widely used scale of group cohesiveness in therapy 
groups (Stokes et al 1983 ; Wright and Duncan, 1986). Wright and Duncan (1986) 
noted the questionnaire to assess 5 or 6 aspects of the group including attraction to the 
group as a significant aspect.
Uniqueness of Pain
This was evaluated by self-report on the questionnaire of group cohesion utilized in 
this study. A statement was added : “I believe that my pain is uniquely different from 
that of the groups” with a range of responses from 1-5. This was added specifically by 
the author.
The importance of this factor in regards to “fitting in with others” is to be observed 
specifically for the first time in this study. Positive responses to this question have 
been noted to relate to attrition and poorer outcome (Goughian, Ridout, Williams and 
Richardson, 1995). It was included in this questionnaire to investigate whether this 
belief related to group cohesiveness and related outcome.
2 : 2 : 2 : 2 Measure of Social Anxiety
The Social Avoidance and Distress Scale (SAD) is a widely used self-report inventory 
developed by Watson and Friend (1969) that has been utilized particularly in studies 
of social anxiety (Turner et al, 1987). The SAD was divided into two sub-scales, 
‘social avoidance’ and ‘social distress’. Social avoidance was defined as “avoiding 
being with, talking to, or escaping from others for any reason” (Watson and Friend, 
1969 pp 449), and included actual and desire for avoidance. Social distress was 
defined as “the reported experience of negative emotion, such as being upset, 
distressed, tense, or anxious, in social interactions, or the reported lack of negative 
emotions, such as being relaxed, calm, at ease, or comfortable” (Watson and Friend, 
1969 pp449). The SAD scale consists of 28 items selected using ‘rational analysis’ 
(Watson and Friend, 1969 pp 449). Each item is answerable as either true or false, 
with a maximum score possible of 28. Watson and Friend were not precise in defining 
cut offs for high or low social anxiety within their samples. They expressed that levels 
of social anxiety are defined as : scoring above 10, 11 or 12 expresses high anxiety
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and those who score below 3 or 2 have low anxiety (appendix 10). In this study the 
median score on the SAD was 10, therefore those scoring 10 or more on the SAD were 
differentiated as having high social anxiety, and those members scoring less than 10 
were differentiated as having low social anxiety.
Reliability estimates were calculated with the data for test-retest reliability with a 
product-moment test re-test correlation of the SAD being r = 0.68, suggesting 
sufficient reliability. Watson and Friend (1969) completed 1 correlation study to 
check on certain discriminant or convergent relationships, with the SAD significantly 
correlating with other measures of anxiety. Turner et al (1987) administered the SAD 
to a large group of 206 outpatients with a range of anxiety related disorders and were 
also asked to complete psychometrics in relation to affect. Results showed that social 
phobics did not differ significantly from other major anxiety disorders, with the 
exception of simple phobics. Performance on the SAD was significantly correlated 
with measures of anxiety, depression and general emotional distress.
2 : 3  Procedures
A proposal form for the Local Research Ethics Committee of the NHS trust in which 
the author was working was completed, received Chairman’s’ Action on 12.1.98 and 
Ethics Committee approval on 6.2.98 (appendix 11). In a weekly unit team meeting 
on 13.1.98, the author described the study to the unit staff. Questions were 
encouraged at this time and two drafts of the ‘research package questionnaire’ that was 
supplied to each patient, was provided for general circulation and attention. Staff were 
provided with the dates and times when the author was approaching patients. Their 
co-operation was also requested in case a patient returned their questionnaire in the 
envelope addressed for the author via another staff member.
For this pain management programme initial screening of all patients in the study was 
performed involving the patient and a significant other meeting with a clinical 
psychologist and a medical doctor for semi-structured interviews. If the admission to 
the programme was agreed after screening, pre-treatment assessment would then take 
place seven days before admission. At that time measures of behavioural functioning, 
psychological functioning and listing of medications would take place. This
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information is utilized by this study and helps provide information about progress and 
treatment intervention areas. The same assessments are also administered on the last 
day of the programme and used as measures of outcome. These assessments involved 
unit staff using a standard format with assessors making post-treatment assessment 
being blind to patients previous performance. All assessments were carried out in the 
hospital unit. Eight consecutive intakes to the pain management programme were 
approached for their co-operation with the study. The first admission was on 7 12.97 
and the last on 30.3.98. In addition to the assessments completed by the unit, each 
group was approached in the same way by the author on the Tuesday morning of the 
fourth and final week. The researcher met with the group at 9.30am for 10-15 
minutes, outlining the study aims, explaining the questionnaire and highlighting 
participation as voluntary. Questions were encouraged at this time within the group as 
a ‘research package’ was provided for each patient. The ‘research package’ that was to 
be provided to each patient included : an introductory letter about the study ; local 
NHS trust consent form ; the questionnaires about group cohesiveness and social 
anxiety ; an exclusion from study sheet ; a self-addressed envelope to the author for 
internal mail (appendix 12). It was also requested that if a patient wished to not take 
part in the study, that they complete and return the exclusion from study sheet. 
Patients were asked to return their response as soon as possible to the author 
personally or via another member of the staff team.
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Part 3 : Results
(Please Note : As a large number of tests were performed a Bonferroni correction was 
calculated to protect from type one errors. This correction calculated that results only 
at the 0.001 level should be recognized as statistically significant for these data. Three 
statistically significant levels are recorded in the results, but caution needs to be
applied in reading the results.)
3 :1  Evaluation and Relationship of Questionnaires
This study utilized a number of different questionnaires and assessment measures 
including : the inpatient pain management assessments of subjective state, objective 
state and medication use ; assessment of group cohesiveness ; assessment of social 
anxiety. The results and relationship of these measures for the sample population as a 
whole are summarized below.
3 : 1 : 1  The Inpatient Pain Management Programme Assessments 
The means and standard deviations for the study sample (N = 60) at pre-treatment are 
displayed in Table 5 with the expected means and standard deviations for this sample 
noted. The expected scores were calculated from samples at the inpatient unit. This 
table shows that the study sample is representative of patients admitted to the unit at 
pre-treatment. The means and standard deviations for the study sample (N = 60) at 
post-treatment are displayed in Table 6 with the expected means and standard 
deviations for this sample noted. Again the expected scores were calculated from 
samples at the inpatient unit. This table shows that the performance of the study 
sample appears at the end of the programme to be representative of the unit patients.
All pre-treatment scores for the total population (N=81) were compared according to 
whether the individual was participating in the study (N=60), refused to take part in 
the study (N=9) or dropped out from the programme (N=12). No significant 
difference was noted between scores.
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) Table 5 : Description of the Study Sample Scores at Pre-Treatment
Variable Mean 
Score for 
the Study
Standard 
Deviation 
for the 
Study
Mean 
Score for 
the Unit
Standard 
Deviation 
for the 
Unit
1. Depression 19.2 9.6 17.8 15
2. Anxiety 10.6 4.2 11.5 4.4
3. Pain Self-EfFicacy 23.6 11.8 24.9 11.5
4. Pain Intensity Now 63.7 19.5 62.0 24
5. Pain Distress Now 55.7 212 510 29
6. Pain Intensity Average 71.8 22.0 70.0 21
7. Pain Distress Average 64.9 219 610 25
8. Life Disruption 717 210 65.0 27
9. 5 Minute Walk 204.6 100.5 193.0 108
10. 1 Minute Stand-ups 7.6 4.2 11 7
11.1 Minute Stairs 416 24.4 410 29
12. Total Number of Drugs 2.2 1.7 1.8 1.4
13. Total Number of Class of Drugs 2.0 1.3 1.6 1.2
The unit mean and standard deviation for items 1-3 were calculated from a sample of 
747 patients.
The unit mean and standard deviation for items 4-8 were calculated from a sample of 
1832 patients.
The unit mean and standard deviation for items 9-11 were calculated from a sample of 
1211 patients.
The unit mean and standard deviation for items 12 and 13 were calculated from a 
sample of 1809 patients.
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Table 6 : Description of the Study Sample Scores at Post-Treatment
Variable Mean 
Score for 
the Study
Standard 
Deviation 
for the 
Study
Mean 
Score for 
the Unit
Standard 
Deviation 
for the 
Unit
1. Depression 12.2 8.6 10.9 7.9
2. Anxiety 9.0 4.5 9.7 4.3
3. Pain Self-Efficacy 314 12.0 318 12.2
4. Pain Intensity Now 59.2 118 59.0 25.0
5. Pain Distress Now 412 214 410 32.0
6. Pain Intensity Average 66.6 20.4 57.0 29.0
7. Pain Distress Average 512 216 66.0 37.0
8. Life Disruption 419 26.2 410 30.0
9. 5 Minute Walk 251.6 97.4 251.0 113.0
10. 1 Minute Stand-ups 13.4 5.5 210 9
11.1 Minute Stairs 62.4 212 66.0 35
12. Total Number of Drugs 1.6 1.5 1 1.2
13. Total Number of Class of Drugs 1.5 1.2 .9 1.1
The unit mean and standard deviation for items 1-3 were calculated from a sample of 
747 patients.
The unit mean and standard deviation for items 4-8 were calculated from a sample of 
1832 patients.
The unit mean and standard deviation for items 9-11 were calculated from a sample of 
1211 patients.
The unit mean and standard deviation for items 12 and 13 were calculated from a 
sample of 1620 patients.
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Correlation analysis was performed in order to ascertain any linear relationships 
among the experimental variables at pre-treatment (Table 7) and post-treatment (Table 
8). On the pre-treatment correlation there were three distinct clusters of statistically 
significant correlations noted. The first, not surprisingly were positive correlations for 
most of the subjective assessment measures : depression ; anxiety ; present pain 
intensity ; present pain distress ; average pain intensity ; average pain distress. There 
was also statistically significant negative correlations for pain self-efficacy with other 
measures of subjective states : depression ; anxiety ; present pain distress ; average 
pain distress ; life disruption. The second cluster was of the three objective measures : 
walking ; stand-ups ; stairs. The third cluster was of medication intake : number of 
drugs taken ; number of class of drugs taken. On the post-treatment correlations there 
were two distinct clusters of statistcially significant correlations noted. The first 
appears to be a merger of the first two correlations noted at pre-treatment including 
subjective and objective assessments. The second cluster remains the correlation of 
medication use variables.
3 : 1 : 2  Assessment of Group Cohesivenss
As the group cohesiveness questionnaire was designed using three different 
questionnaires, a factorial analysis of the measure was completed before any statistics 
were completed (Table 9). The factorial structure of this group cohesiveness 
questionnaire was evaluated using a principal components factor analysis with 
varimax orthogonal rotation conducted on the full sample. Results showed a two 
factor solution using the eigenvalue greater than one criterion. Factor one had an 
eigenvalue of 4.95 and accounted for 49.5% of the total variance with all items, except
9 and 10, receiving positive factor loadings above 0.41. Highest factor loadings were 
for items related to attractiveness to the other group members and this appears to be 
significant to this measure of group cohesiveness. Factor two had an eigenvalue of 
1.26 and accounted for 12.6% of the total variance. All factors received negative 
factor loadings below 0.01 except items 5 and 10 which had positive loadings above 
0.22. Two items, 4 and 7, have quite large loadings (above 0.35) on both factors and 
can be identified as factorially complex. As a result of this factor analysis, items 9 and
10 were excluded in the statistical analyses of this study, as they seemed to be
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measuring something different from the rest of the questionnaire which appears to 
predominantly measure attractiveness to group.
Correlation analysis of the group cohesion measure was performed in order to 
ascertain any linear relationships among the experimental variables examined by the 
inpatient pain management programme at pre-treatment and post-treatment (Table 10). 
Results showed that there was no statistically significant correlations at pre-treatment 
or at post-treatment for the measure of group cohesion with any of the inpatient pain 
management programme assessments. This suggests that the group cohesion measure 
is reporting a unique construct.
The sample in this study had a skewed distribution of scores (skewness 0.55) for group 
cohesiveness as measured by the first eight items on the group cohesiveness 
questionnaire. There was a sample mean of 33.3 (SD + / - 5.48) indicating a generally 
high level of reported group cohesiveness.
3 : 1 : 3  Assessment of Social Anxiety
To examine whether the SAD measured a unique construct or one comparable to 
anxiety as measured on the HAD, Pearsons Correlation Coefficients were computed 
using the anxiety scores of the HAD at pre-treatment and on the last day of the 
programme. The correlation of the SAD and the HAD anxiety score at pre-treatment 
indicated a moderate positive correlation that was statistically significant (r = 0.444, 
p<0.01). The correlation of the SAD and the HAD anxiety score on the last day of the 
programme also indicated a moderate positive correlation that was statistically 
significant (r = 0.408, p<0.01). These correlation’s suggest that the SAD and HAD 
did not measure identical constructs. Further correlation analysis of the social anxiety 
measure was performed in order to ascertain any linear relationships among the 
experimental variables examined by the inpatient pain management programme at pre­
treatment and post-treatment (Table 11). Results showed social anxiety correlated 
positively with depression, anxiety, pain self-efficacy and reported average pain 
distress at pre-treatment. This suggests that the SAD did not measure a similar 
construct as other measures at pre-treatment. At post-treatment results showed social 
anxiety to be positively correlated with depression, anxiety, pain self-efficacy and the 
number of stairs performed. This also suggests that the SAD did not measure a similar
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Xflblc 9 : Details of the Factor Analysis Pattern Matrix of the Group Cohesiveness 
Measure
The Grown Cohesiveness 
Questionnaire Items
Factor one 
Loadings
Factor Two 
Loadings
1. I feel that I have been included by the 
‘group’ in the group activities.
0.55 -0.35
2. I have found the activities in which I 
participate as a member of the ‘group’ to 
be attractive.
0.35 -0.56
3 .1 feel that the ‘group members’ fit what 
I feel to be ideal good group members.
0.89 -0.01
4.1f most of the members of the group 
decided to never meet again outside of 
this programme, I would try to dissuade 
them from doing so.
0.39 -0.38
5. If I was asked to participate in another 
project like this one, I would like to be 
with the same people who are in the 
group at present.
0.99 0.22
6 .1 like the group that I am in. 0.87 -0.03
7. I feel that working with this group will 
enable me to attain my personal goals of 
pain management for which I sought help.
0.45 -0.42
8. Compared to other groups like mine, I 
feel that ours works together better.
0.76 -0.07
9.1 feel I have made significant 
contributions to the group.
-0.23 -0.96
10. I believe that my pain is uniquely 
different from that of the groups.
-0.09 0.52
137
Large-Scale Research
Table 10 : Correlation Coefficients of Group Cohesion Score with Inpatient Pain 
Management Programme Scores
Variable Group Cohesion 
Correlated with Pre- 
Treatment Scores
Group Cohesion 
Correlated with Post- 
Treatment Scores
Depression -0.108 -0.010
Anxiety -0.115 0.048
Pain Self-Efficacy 0.065 0.076
Pain Intensity Now -0.119 -0.051
Pain Distress Now -0.154 -0.155
Pain Intensity Average -0.120 -0.061
Pain Distress Average -0.179 -0.085
Life Disruption -0.147 -0.156
5 Minute Walk -0.125 -0.043
1 Minute Stairs -0.103 0.138
1 Minute Stand-ups -0.137 -0.096
Total Number of Drugs 0.049 0.015
Total Class’ of Drugs 0.038 0.039
* = Significant at the 0.05 level 
** = Significant at the 0.01 level 
*** = Significant at the 0.001 level
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construct as other measures at post-treatment.
The sample in this study had a slightly skewed distribution of scores (skewness 0.35) 
for social anxiety as measured on the SAD. There was a sample mean of 11.5 (SD + / 
- 7.91) which is the borderline / high score for a ‘normal’ population as indicated by 
Watson and Friend (1969). However as already mentioned in 2 : 1 (and developed in 
4 : ), the population on which this measure of perceived social anxiety was designed 
and tested, differs to the population of individuals with chronic pain in significant 
socio-cultural and life stress terms.
To summarize, there seemed to be fairly normal distribution of scores for the measures 
utilized in this study. The subjective methods of assessment and social anxiety appear 
to correlate with each other, although each measures something quite unique. 
Subjective assessment and objective assessments appear to correlate more positively at 
post-treatment. The group cohesion measure appears to be measuring something 
different from the other assessment measures.
339
Large Scale Research
Table 11 : Correlation Coefficients of Social Anxiety Scores with Inpatient Pain 
Management Programme Scores
Variable Social Anxiety 
Correlated with Pre- 
Treatment Scores
Social Anxiety 
Correlated with Post- 
Treatment Scores
Depression 0.386** 0.409***
Anxiety 0.444*** 0.387**
Pain Self-Efficacy -0.324** -0.388**
Pain Intensity Now 0.011 0.212
Pain Distress Now 0.159 0.112
Pain Intensity Average 0.235 0.140
Pain Distress Average 0.309* 0.070
Life Disruption 0.239 0.185
5 Minute Walk -0.143 -0.222
1 Minute Stairs -0.002 -0.258*
1 Minute Stand-ups -0.104 -0.169
Total Number of Drugs 0.031 0.133
Total Class’ of Drugs 0.056 0.160
* = Significant at the 0.05 level
** = Significant at the 0.01 level
*** = Significant at the 0.001 level
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3 : 2 Research Question 1 : To determine whether the experience of group 
cohesion is associated with social anxiety.
3 : 2 : 1  Results for Individual Participants
This research question was answered noting the group cohesiveness and social anxiety 
scores of each individual. A Pearson’s correlation coefficient on the total SAD score 
and the total score of group cohesiveness (items 1-8) was performed. There was a 
very weak negative correlation of -0.17 which was not statistically significant at the
0.05 level. Therefore individuals reporting more group cohesiveness were only 
slightly, but not significantly, likely to report less social anxiety. This does not clearly 
answer the research question but indicates a slight relationship.
3 : 2 : 2  Results for Individuals Within Specific Intakes
This research question was answered noting which individuals were in intakes that 
were characterized by low group cohesiveness or high social anxiety. The group 
cohesiveness scores for individual members of each of the eight intakes were 
examined. The cut off score to differentiate the highly cohesiveness groups was 35 or 
more (population median score) (N = 3 intakes, 25 individuals) and low cohesiveness 
groups as scoring less than 35 ( N = 5 intakes, 35 individuals) (Table 12). The social 
anxiety scores of individual members for each of the eight intakes were examined. 
Those groups with more members scoring above the population median score of 10 or 
more on the SAD were differentiated as high social anxiety groups (N = 3 intakes, 19 
individuals) and those with more members scoring less than 10 were identified as low 
social anxiety groups (N = 5 intakes, 41 individuals) (see Table 13).
Research question one was investigated regarding each intake of patients scores for 
social anxiety and group cohesiveness using a crosstabulation proceedure. The 
Fisher’s Exact Test was also used for this 2 by 2 table in which the expected value in 
one or more cells was thought to be small (Fishers Exact p = 0.196). Therefore 
individuals in intakes characterized by a majority of high group cohesiveness were not 
more likely to have more members with less social anxiety (see Table 14). The 
research question is not confirmed by these results.
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To summarize the results of section 3 : 1 : 1  collectively answer the research question 
at a statistically significant level. However results of section 3 : 1 : 2 do suggest an 
association, but not a causation of group cohesion and social anxiety at a statistically 
significant level.
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Tnble 12 : Description of the Group Cohesiveness Scores for Each Intake of Patients
Intake
of
Patients
Number 
of 
Patients 
in Study
Group 
Cohesiveness 
Mean Score
Members 
scoring less 
than 34 on 
Group 
Cohesion 
Measure
Members 
scoring 35 
or more on 
the Group 
Cohesion 
M easure
High Group 
Cohesiveness 
Intake
1 7 39.1 (SD 0.9) 0 7 Yes
2 9 34.6 (SD3.2) 4 5 Yes
3 7 32.1 (SD6.3) 3 4 No
4 5 29 (SD2) 5 0 No
5 9 38.2 (SD2.1) 0 9 Yes
6 7 29.9 (SD5.1) 6 1 No
7 6 30.6 (SD7.4) 4 2 No
8 10 30.7 (SD5.1) 7 3 No
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Table 13 : Description of the Social Anxiety Scores for Each Intake of Patients
Intake
of
Patients
Number 
of 
Patients 
in Study
Social 
Anxiety 
Mean Score
Members 
Scoring less 
than 10 on 
the SAD
Members 
Scoring 10 
or more on 
the SAD
High Social 
Anxiety 
Intake
1 7 10.7 (SD9.5) 4 3 No
2 9 8.2 (5) 5 4 No
3 7 9.9 (SD7.8) 4 3 No
4 5 20 (SD6.4) 1 4 Yes
5 9 8.5 (SD8.8) 6 3 No
6 7 16.7 (SD5.6) 1 6 Yes
7 6 10.8 (SD5.4) 2 4 Yes
8 10 11 (SD8.5) 5 5 No
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Table 14 : Details of the Crosstabs Proceedure using Fishers Exact Test for
Individuals in Intakes Characterized by a Majority of Members Reporting Low or 
High Group Cohesion or Social Anxiety
ILSA IHSA
ILGC 2 3
IHGC 3 0
ILS A = Individuals in intakes characterized by a majority of members reporting low 
social anxiety.
IHSA = Individuals in intakes characterized by a majority of members reporting high 
social anxiety.
ILGC = Individuals in intakes characterized by a majority of members reporting low 
group cohesion.
ILGC = Individuals in intakes characterized by a majority of members reporting high 
group cohesion.
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3 : 3 Research Question 2 : To determine whether individuals reporting low 
group cohesiveness are less likely to benefit from the pain management 
programme.
The sample population was divided for group cohesiveness on the median score with 
low group cohesiveness including all those who scored 34 or less on the group 
cohesiveness questionnaire (N = 35). High group cohesiveness was therefore 
inclusive of all those who scored 35 or above on the group cohesiveness questionnaire 
(N = 25). To examine the impact of individuals reported group cohesiveness on 
outcome, outcome was evaluated on subjective assessment (self-report 
psychometrics), objective assessment (physical functioning) and recorded use of 
medications consumed. A series of two-way ANOVAs with one within and one 
between-subject factor performed on the data for subjective, objective assessment and 
some medication intake data. In each case, the within-subjects variable was time (pre- 
versus post- treatment), while the between-subjects variable was group cohesiveness. 
Other drug intake data was assessed in terms of whether a class of drug was taken or 
not, and evaluated using McNemar’s test.
Results for this research question are shown on Tables 15-17. These show no 
significant difference between the low and high cohesion groups for the subjective, 
objective and recorded drug use data. These showed no significant group effects. The 
programme did appear to be effective in the results for : subjective
measures(depression, anxiety, pain self efficacy, present pain distress, average pain 
distress, disruption to lifestyle) ; objective measures (walking, stairs, stand-ups) ; drug 
use (total class of drugs, total number of drugs). However significant interaction 
effect of group and time was only noted for drug use (total class of drugs). Table 17 
shows no significant difference for the groups at pre-treatment with specific drug use, 
but at post-treatment individuals reporting higher group cohesiveness reported using 
less opiates. The McNamar’s test showed that individuals reporting more group 
cohesiveness were more likely to reduce their use of anti-depressants throughout the 
programme. This indicates that group cohesiveness for an indiviudal was more likely 
to be related to a reduction of use of anti-depressant drugs.
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To summarize findings for this research question, individuals reporting low group 
cohesion are only likely to benefit less from the programme at a statistically significant 
level regarding the total class of drugs they consume and whether or not they reduce 
their use of anti-depressants.
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Table 15 : Mixed Measure Anovas of Subjective Measures for Individuals reporting 
Low Group Cohesiveness (L) and High Group Cohesiveness (H) at the End of the 
Pain Management Programme
Variable Groun Mean Mean I z R F- R F- £
Subiective
Measures
Pre- Post- Grp Time Int/act
Depression L 20.62 13.57
2.174 NS 59.837 *** 0.006 NS
H 17.28 10.36
Anxiety L 11.00 9.14
0.447 NS 9.626 ** 0.382 NS
H 10.00 8.76
Pain Self- L 22.57 31.60
Efficacy
H 25.08 35.84
1.540 NS 43.413 0.332 NS
Present L 64.43 61.71
Pain 0.908 NS 3.041 NS 0.586 NS
Intensity H 62.56 55.60
Present L 58.14 47.97
Pain 1.090 NS 9.034 ** 0.014 NS
Distress H 52.20 41.20
Average L 74.71 67.40
Pain 0.895 NS 2.716 NS 0.691 NS
Intensity H 67.80 65.40
Average L 69.57 53.83
Pain 1.072 NS 10.136 *** 2.011 NS
Distress H 58.24 52.20
Disruption L 74.57 50.54
to Lifestyle
H 72.32 41.80
1.049 NS 57.864 *** 0.819 NS
D F= 1, 57
NS = Results not significant at the 0.05 level. 
* = Results significant at the 0.05 level.
** = Results significant at the 0.01 level.
*** = Results significant at the 0.001 level.
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Table 16 : Mixed Measure Anovas of Objective Measures and Drugs used for 
Individuals Reporting Low Group Cdhesiveness (L) and High Group Cohesiveness 
(H) at the end of the Programme.
Variable Group Mean Mean F- B F- £ F-
Obiective
Measures
Pre- Post- Q m Time Int/act
Walking L 207.6 250.9
0.035 NS 33.404 *** 0.648 NS
H 200.2 252.6
Stairs L 47.14 64.56
0.578 NS 49.649 *** 0.006 NS
H 43.48 59.92
Stand-ups L
H
7.89
7.24
12.74
14.2
0.082 NS 92.171 *** 3.549 NS
Drues
Total L 2.03 1.71
Class of 1.479 NS 32.023 *** 4.755 *
Drugs H 1.83 1.16
Total L 2.38 1.91
Number 1.726 NS 32.609 *** 0.497 NS
ofDrugs H 1.96 1.20
D F = 1, 57
NS = Results not significant at the 0.05 level. 
* = Results significant at the 0.05 level.
** = Results significant at the 0.01 level.
*** = Results significant at the 0.001 level.
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Table 17 : Chi-Square Table for Pre- and Post- Treatment Medication for Individuals 
Reporting Low Group Cohesion (LGC) and High Group Cohesion (HGC)
Variable Group Pre-
Treatment
%
Chi-
Square
Sig. Post-
Treatmen
t%
Chi-
Square
Sig. McNemar 
Sig. (Pre -  
Post
Treatment)
NSAIDs LGC 34.3 20 NS
0.205 NS 0.522 NS
HGC 40 28 NS
Opiates LGC 74.3 68.6 NS
3.184 NS 4.848 *
HGC 52 40 NS
Anti­ LGC 42.9 37.1 NS
depressants 0.490 NS 1.164 NS
HGC 52 24 *
Tranq.s LGC 25.7 20 NS
0.811 NS 1.647 NS
HGC 16 8 NS
Df = 1
NS = Results not significant at the 0.05 level. 
* = Results significant at the 0.05 level.
** = Results significant at the 0.01 level.
*** = Results significant at the 0.001 level.
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3 : 4 Research Question 3 : To determine whether individuals reporting high 
social anxiety are less likely to benefit from the pain management programme.
The sample population was divided for social anxiety on the median score with low 
social anxiety including all those who scored 9 or less on the SAD (N = 31). High 
social anxiety was therefore inclusive of all those who scored 10 or above on the SAD 
(N = 29). To examine the impact of individuals reported social anxiety, a series of 
two-way ANOVAs with one within and one between-subjects factor performed on the 
data. Outcome was evaluated on subjective assessment (self-report questionnaires), 
objective assessment (physical functioning) and recorded use of medications 
consumed. In each case, the within-subjects variable was time (pre- versus post­
treatment), while the between-subjects variable was social anxiety. Other drug intake 
data was assessed in terms of whether a class of drug was taken or not, and evaluated 
using McNemar’s test.
Results for this research question are shown on Tables 18-20. There were main effects 
of group on : subjective measures (depression, anxiety, pain, self-efficacy, average 
pain distress, disruption to life style) ; objective measures (walking, stand-ups) ; drug 
use (non-steroidal anti-inflammatories, opiates). The programme did appear to be 
effective in the results for : subjective measures (depression, anxiety, pain self 
efficacy, present pain distress, average pain distress, disruption to lifestyle) ; objective 
measures (walking, stairs, stand-ups) ; drug use (total class of drugs, total number of 
drugs). A significant interaction effect of group and time was noted for : objective 
measures (stairs, stand-ups). Table 20 shows significant difference for the groups at 
pre-treatment, with individuals reporting low social anxiety using statistically 
significant more non-steroidal anti-inflammatories and less tranquillizers. However at 
post-treatment there is no significant difference between the size of these groups. The 
McNemar’s test showed that individuals reporting less social anxiety are more likely 
to reduce their non-steroidal anti-inflammatory drugs and their anti-depressant 
medications throughout the programme. This indicates that social anxiety for an 
individuals was more likely to be related to a reduction of use regarding non-steroidal 
anti-inflammatories and anti-depressants
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To summarize findings for this research question, individuals reporting high social 
anxiety are likely to benefit less from the programme at a statistically significant level 
regarding the number of stand-ups and stairs they complete, and in that they are less 
likely to reduce use of their non-steroidal anti-inflammatory and / or anti-depressant 
medications.
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E M *  18 : Mixed Measure Anovas of Subjective Measures for Individuals Reporting 
Low Social Anxiety (L) and High Social Anxiety (H) at the End of the Pain 
Management Programme
Variable Groun Mean Mean F- F- g F- n
Pre- Post- Q m Time Int/act
H
Subiective
Measures
Depression L
H
17.45
21.14
9.55
15.10
4.669 * 61.664 *** 1.156 NS
Anxiety L
H
9.23
12.03
7.48
10.59
9.722 ** 10.441 ** 0.088 NS
Pain Self- 
Efficacy
L
H
27.03
19.97
37.35
29.10
9.201 ** 43.009 *** 0.159 NS
Present
Pain
Intensity
L
H
62.87
64.48
56.45
62.07
0.764 NS 2.602 NS 0.535 NS
Present
Pain
Distress
L
H
50.65
61.03
42.39
48.10
1.820 NS 9.368 ** 0.456 NS
Average
Pain
Intensity
L
H
66.03
78.03
64.68
68.62
3 028 NS 3.525 NS 1.974 NS
Average
Pain
Distress
L
H
56.00
74.31
49.68
56.86
4.511 * 12.554 *** 2.750 NS
Disruption 
to Lifestyle
L
H
68.00
79.66
42.42
51.69
4.106 * 56.598 % 0.112 NS
D F = 1, 57
NS = Results not significant at the 0.05 level. 
* = Results significant at the 0.05 level.
** = Results significant at the 0.01 level.
*** = Results significant at the 0.001 level.
354
Large Scale Research
Table 19 : Mixed Measure Anovas of Objective Measures and Drugs used for 
Individuals Reporting Low Social Anxiety (L) and High Social Anxiety (H) at the end 
of the Programme.
Variable
Obiective
Measures
Group Mean
Pre-
Mean F-Grp n F-Timc n Zh
Int/act
n
Post-
Walking L
H
226.3
181.3
276.5
224.0
1849 * 32.182 *** 0.480 NS
Stairs L
H
47.00
44.14
68.48
55.71
1.323 NS 54.777 *** 6.574 **
Stand-ups L
H
8.10
7.10
15.13
11.39
4.444 * 90.041 *** 6.209 **
Drugs
Total
Class of 
Drugs
L
H
1.87
2.04
1.29
1.69
0.750 NS 26.360 *** 1.497 NS
Total 
Number 
of Drugs
L
H
2.13
2.30
1.42
1.83
0.235 NS 31.638 *** 0.031 NS
DF = 1, 57
NS = Results not significant at the 0.05 level. 
* = Results significant at the 0.05 level.
** = Results significant at the 0.01 level.
*** = Results significant at the 0.001 level.
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Table 20 : Chi-Square Table for Pre- and Post- Treatment Medication for Individuals 
Reporting Low Social Anxiety (LSA) and High Social Anxiety (HSA)
Variable Group Pre- Chi- Sig. Post- Chi- Sig. McNemar
Treatment Square Treatment Square Sig. (Pre -
% % Post-
Treatment)
NSAEDs LSA
HSA
58.1
13.8
12.646 ***
32.3
13.8
2.856 NS
**
NS
Opiates LSA
HSA
54.8
75.9
2.911 NS
45.2
69
3.458 NS
NS
NS
Anti­ LSA 45.2 25.8 *
depressants
HSA 48.3
0.058 NS
38
1.018 NS
NS
Tranq.s LSA
HSA
9.7
34.5
5.432 *
9.7
20.7
1.425 NS
NS
NS
Df = 1
NS = Results not significant at the 0.05 level. 
* = Results significant at the 0.05 level.
** = Results significant at the 0.01 level.
*** = Results significant at the 0.001 level.
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3 : 5 Research Question 4 : To determine whether individuals in intakes 
characterized by a majority of low group cohesiveness members are less likely to 
benefit from the pain management programme.
To examine the impact of intakes characterized by a majority of low group 
cohesiveness members, a series of two way ANOVAs with one within and one 
between-subjects factor were performed on the data. Outcome was evaluated on 
subjective assessment (self-report psychometrics), objective assessment (physical 
functioning) and recorded use of medications consumed. In each case, the within- 
subjects variable was time (pre- versus post- treatment), while the between-subjects 
variable was group cohesiveness. Other drug intake data were assessed in terms of 
whether a class of drug was taken or not, and evaluated using McNamar’s test.
Results for this research question are shown on Tables 21-23. There were main effects 
of group on : subjective measures (average pain intensity, average pain distress, 
disruption to life style) ; objective measures (stand-ups). The programme did appear 
to be effective in the results for : subjective measures (depression, anxiety, pain self 
efficacy, present pain distress, average pain distress, disruption to lifestyle) ; objective 
measures (walking, stairs, stand-ups) ; drug use (total class of drugs, total number of 
drugs). A significant interaction effect of group and time was noted for : objective 
measures (stand-ups). No significant difference was noted for medications used.
A crosstabs procedure was completed regarding the membership of the total 81 sample 
(60 participants to the study, 9 refusals and 12 drop outs) regarding whether they 
belonged to an intake characterized by a majority of lower high group cohesiveness 
members (see Table 24). However the results were not significant.
To summarize findings for this research question, individuals in intakes characterized 
by a majority of low group cohesiveness members are only likely to benefit less from 
the programme at a statistically significant level regarding the number of stand-ups 
they complete.
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Table 21 : Mixed Measure Anovas of Subjective Measures for Individuals in Intakes 
Characterized by a Majority of Member Reporting Low Group Cohesiveness (L) and 
High Group Cohesiveness (H) at the End of the Pain Management Programme
Variable Group Mean Mean F: F- E F- E
Subiective
Measures
Pre- Post- Grp Time Int/act
Depression L
H
20.15
17.92
12.66
11.64
0.508 NS 58.883 *** 0.482 NS
Anxiety L 10.91 8.80
0.029 NS 9.179 ** 1.560 NS
H 10.12 9.24
Pain Self- L 23.03 32.11
Efficacy
H 24.44 35.12
0.650 NS 43.275 *** 0.282 NS
Present L 66.43 62.71
Pain 3.427 NS 2.772 NS 0.110 NS
Intensity H 59.76 54.20
Present L 58.71 51.00
Pain 3.185 NS 10.048 ** 0.926 NS
Distress H 51.40 39.96
Average L 76.71 71.14
Pain 6.266 * 3.079 NS 0.017 NS
Intensity H 65.00 60.20
Average L 70.29 58.83
Pain 4.831 * 11.400 *** 0.007 NS
Distress H 57.24 45.20
Disruption L 77.71 52.11
to Lifestyle
H 67.92 39.60
4.577 * 55.887 *** 0.142 NS
DF = 1, 57
NS = Results not significant at the 0.05 level. 
* = Results significant at the 0.05 level.
** = Results significant at the 0.01 level.
*** = Results significant at the 0.001 level.
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Table 22 : Mixed Measure Anovas of Objective Measures and Drugs used for 
Individuals in Intakes Characterized by a Majority of Members Reporting Low Group 
Cohesiveness (L) and High Group Cohesiveness (H) at the end of the Programme.
Variable
Obiective
Measures
Group Mean
Pre-
Mean
Post-
Ï1
Grp
E Ez
Time
E h
Int/act
E
Walking L 199.3 237.6
0.719 NS 35.624 * * * 2.299 NS
H 211.9 270.6
Stairs L 43.91 58.62
0.902 NS 54.098 * * * 1.655 NS
H 48.00 67.60
Stand-ups L 7.43 11.56
4.316 * 109.86 * * * 12.120 * * *
H 7.88 15.80
Drugs
Total L 2.03 1.51
Class of 0.148 NS 24.915 * * * 0.483 NS
Drugs H 1.84 1.44
Total L 2.21 1.66
Number 0.006 NS 30.827 * * * 0.126 NS
of Drugs H 1.56 1.56
DF = 1, 57
NS = Results not significant at the 0.05 level. 
* = Results significant at the 0.05 level.
** = Results significant at the 0.01 level.
*** = Results significant at the 0.001 level.
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Table 23 : Chi-Square Table for Pre- and Post- Treatment Medication for Individuals 
in Intakes Characterized by a Majority of Members Reporting Low Group Cohesion 
(ELGC) and High Group Cohesion (IHGC)
Variable Group Pre-
Treatment
%
Chi-
Square
Sig. Post-
Treatment
%
Chi-
Square
Sig. McNemar 
Sig. (Pre- 
Post
Treatment
NSAIDs ILGC 34.3 17.1 NS
0.205 NS 1.800 NS
IHGC 40 32 NS
Opiates ILGC 68.6 60 NS
0.471 NS 0.381 NS
IHGC 60 52 NS
Anti­ ILGC 54.3 40 NS
depressants 1.960 NS 2.696 NS
IHGC 36 25 NS
Tranq.s ILGC 25.7 14.3 NS
1.811 NS 0.034 NS
IHGC 16 16 NS
Df = 1
NS = Results not significant at the 0.05 level. 
* = Results significant at the 0.05 level.
** = Results significant at the 0.01 level.
*** = Results significant at the 0.001 level.
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Table 24 : Distribution of total sample regarding intakes characterized by a majority 
of low (LGC) or high (HGC) group cohesiveness members.
Intake Participants 
in Study
Refusals to take 
part in Study
Dropouts from the 
Programme
Chi-
square
Sig.
N 60 9 12
LGC 35 8 9 3.894 NS
HGC 25 1 3
DF = 2
NS = Not statistically significant
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3 : 6 Research Question 5 : To determine whether individuals in intakes 
characterized by a majority of high social anxiety members are less likely to 
benefit from the pain management programme.
To examine the impact of intakes characterized by a majority of high social anxiety, a 
series of two way ANOVAs with one within and one between-subjects factor were 
performed on the data. Outcome was evaluated on subjective assessment (self-report 
psychometrics), objective assessment (physical functioning) and recorded use of 
medications consumed. In each case, the within-subjects variable was time (pre- 
versus post- treatment), while the between-subjects variable was group cohesiveness. 
Other drug intake data was assessed in terms of whether a class of drug was taken or 
not, and evaluated using McNamar’s test.
Results for this research question are shown on Tables 25-27. There were main effects 
of group on : subjective measures (present pain intensity) ; drug use (non-steroidal 
anti-inflammatories). The programme did appear to be effective in the results for : 
subjective measures (depression, anxiety, pain self efficacy, present pain distress, 
average pain distress, disruption to lifestyle) ; objective measures (walking, stairs, 
stand-ups) ; drug use (total class of drugs, total number of drugs). A significant 
interaction effect of group and time was noted for : drug use (non-steroidal anti­
inflammatories). Table 27 shows that for individuals in intakes characterized by a 
majority of members reporting low social anxiety, individuals were statistically more 
likely to use anti-inflammatory drugs but at post treatment there was no difference 
between the two groups. The McNamar’s test showed that individuals in intakes 
characterized by a majority of members reporting low social anxiety had greater 
statistically significant reduction in their use of anti-depressants throughout the 
programme.
A crosstabs procedure was completed regarding the membership of the total 81 sample 
(60 participants to the study, 9 refusals and 12 drop outs) regarding whether they 
belonged to an intake characterized by a majority of low or high social anxiety 
members (Table 28). The results were significant for the individuals continuing with 
the programme, indicating that those who refused to take part in the study were more
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likely to belong to an intake characterized by a majority of high social anxiety 
members.
To summarize findings for this research question, individuals in intakes characterized 
by a majority of high social anxiety members are only likely to benefit less from the 
programme at a statistically significant level regarding reduction of anti-depressants. 
These individuals are also statistically less likely to participate in studies such as this 
concerning interpersonal dynamics.
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Table 25 : Mixed Measure Anovas of Subjective Measures for Individuals in Intakes 
Characterized by a Majority of Members Reporting Low Social Anxiety (L) and High 
Social Anxiety (H) at the End of the Pain Management Programme
Variable Group Mean
Pre-
Mean
Post-
F;
Grp
E h
Time
E F;
Int/act
E
Subiective
Measures
Depression L
H
17.98
21.79
11.24
14.37
2.236 NS 55.469 *** 0.106 NS
Anxiety L 10.12 8.73
1.066 NS 10.592 ** 0.392 NS
H 11.58 9.53
Pain Self- L 25.05 34.66
Efficacy
H 20.53 30.58
2.254 NS 37.953 *** 0.019 NS
Present L 60.83 55.98
Pain 4.883 * 2.089 NS 0.039 NS
Intensity H 69.74 66.05
Present L 53.90 42.17
Pain 1.354 NS 6.942 ** 0.265 NS
Distress H 59.48 51.58
Average L 69.02 65.24
Pain 1.733 NS 3.829 * 0.554 NS
Intensity H 77.89 69.47
Average L 61.98 51.83
Pain 0.996 NS 11.761 *** 0.446 NS
Distress H 71.05 56.00
Disruption L 71.54 42.44
to Lifestyle
H 78.16 56.53
3.448 NS 44.666 *** 0.967 NS
DF = 1, 57
NS = Results not significant at the 0.05 level. 
* = Results significant at the 0.05 level.
** = Results significant at the 0.01 level.
*** = Results significant at the 0.001 level.
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Table 26 : Mixed Measure Anovas of Objective Measures and Drugs used for 
Individuals in Intakes Characterized by a Majority of Members Reporting Low Social 
Anxiety (L) and High Social Anxiety (H) at the end of the Programme.
Variable
Obiective
Measures
Group Mean
Pre-
Mean
Post-
F;
Grp
e F;
Time
E F;
Int/act
E
Walking L 208.4 258.3
0.270 NS 24.090 *** 0.929 NS
H 196.3 236.2
Stairs L 47.05 63.76
0.273 NS 41.728 *** 0.097 NS
H 42.43 59.39
Stand-ups L 7.54 13.68
0.042 NS 64.773 *** 1.549 NS
H 7.79 12.61
Drugs
Total L 2.00 1.51
Class of 0.174 NS 21.599 *** 0.047 NS
Drugs H 1.83 1.42
Total L 2.39 1.66
Number 1.731 NS 24.342 *** 0.288 NS
of Drugs H 1.76 1.53
DF = 1, 57
NS = Results not significant at the 0.05 level. 
* = Results significant at the 0.05 level.
** = Results significant at the 0.01 level.
*** = Results significant at the 0.001 level.
366
Table 27: Chi-Square Table for Pre- and Post- Treatment Medication Intake for 
Individuals in Intakes Characterized by a Majority of Members Reporting Low Social 
Anxiety (ELSA) and High Social Anxiety (EHSA)
Variable Group Pre-
Treatment
%
Chi-
Square
Sig. Post-
Treatment
%
Chi-
Square
Sig. McNemar 
Sig. (Pre- 
Post
Treatment
NSAIDs ILSA 46.3 29.3 NS
5.219 * 2.549 NS
H SA 15.8 10.5 NS
Opiates ELSA 63.4 53.7 NS
0.143 NS 0.477 NS
H SA 68.4 63.2 NS
Anti­ ILSA 48.8 29.3 **
depressants 0.232 NS 0.344 NS
H SA 42.1 36.8 NS
Tranq.s ILSA 17.1 17.1 NS
1.610 NS 0.436 NS
EHSA 31.6 36.8 NS
Df = 1
NS = Results not significant at the 0.05 level. 
* = Results significant at the 0.05 level.
** = Results significant at the 0.01 level.
*** = Results significant at the 0.001 level.
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Table 28 : Distribution of total sample regarding intakes characterized by a majority 
of low (LSA) or high (HSA) social anxiety members.
Intake Participants 
in Study
Refusals to take 
part in Study
Dropouts from the 
Programme
Chi-
square
Sig.
N 60 9 12
LGC 43 3 6 6.239 *
HGC 17 6 6
DF = 2
* = Significant at the 0.05 level
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Part 4 : Discussion
4 :1  Summary Results Regarding the Research Questions
RESEARCH QUESTION 1 : To determine whether the experience of group 
cohesion is associated with social anxiety.
On examination of individual participant reports, there was only a mild negative 
correlation between social anxiety and group cohesiveness scores that was not 
statistically significant. On examining collective reports according to each intake of 
patients for social anxiety and group cohesiveness, no statistically significant 
relationship was found.
RESEARCH QUESTION 2 : To determine whether individuals reporting low 
group cohesiveness are less likely to benefit from the pain management 
programme.
Overall the treatment seemed to be significantly effective in terms of pre-post 
improvements on virtually all measures of pain management. There was no 
significant difference in outcome for individuals reporting low group cohesion on the 
subjective and objective measures. However at post-treatment individuals reporting 
low group cohesion were statistically more likely to reduce their intake of anti­
depressants by the end of the programme.
RESEARCH QUESTION 3 : To determine whether individuals reporting high 
social anxiety are less likely to benefit from the pain management programme.
Overall the treatment seemed to be significantly effective in terms of pre-post 
improvements on virtually all measures of pain management. There was no 
significant difference of pre-post treatment change for individuals reporting high 
social anxiety on the subjective measures. However at post-treatment individuals 
reporting high social anxiety were statistically more likely to have made less progress 
in completion of number of stairs and stand-ups. Also at the end of the programme 
individuals reporting high social anxiety were less likely to reduce their intake of non­
steroidal anti-inflammatories or anti-depressants.
368
Large Scale Research
RESEARCH QUESTION 4 : To determine whether individuals in intakes 
characterized by a majority of low group cohesiveness members are less likely to 
benefit from the pain management programme.
Overall the treatment seemed to be significantly effective in terms of pre-post 
improvements on virtually all measures of pain management. There was no 
significant difference for individuals in intakes characterized by a majority of low 
group cohesion members on pre-post treatment change of subjective measures or 
assessment of medication intake. However individuals in intakes characterized by a 
majority of low group cohesion members were statistically less likely to improve in 
the number of stand-ups they completed at post-treatment.
RESEARCH QUESTION 5 : To determine whether individuals in intakes
characterized by a majority of high social anxiety members are less likely to 
benefit from the pain management programme.
Overall the treatment seemed to be significantly effective in terms of pre-post 
improvements on virtually all measures of pain management. There was no 
significant difference for individuals in intakes characterized by a majority of high 
social anxiety members on pre-post treatment change of subjective or objective 
measures of assessment. Individuals reporting low social anxiety were statistically 
more likely to reduce their intake of anti-depressants.
4 : 2 Methodological Problems and Limitations of the Study
Before considering the implications of the results of this study it is necessary to 
examine some of the methodological problems and limitations of this study.
4 : 2 : 1  The Sample
1. The population for this study consisted of a subsample of participants at a 
specialized inpatient pain management programme. It is therefore important to note 
the specificity of the sample and not generalize findings to the experience of others 
such as dropouts from the programme, refusals to participate, outpatient pain
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management patients and individuals living with chronic pain that are not referred to 
health services.
2. The sample was mixed considering a number of variables such as : subjective report 
of the pain ; period of time each has experienced chronic pain ; site of pain ; 
demographic information. Variation in responses is therefore possible due to a 
number of variables and this can be considered as a weakness, although also a strength 
of the study.
3. No control group was used in this study with which to compare and make greater 
sense of the findings. A control group within an outpatient setting may have improved 
this study.
4. There were a number of individuals who chose to drop out from the pain 
management programme. Information about these and the effect their actions had on 
the group regarding social anxiety and group cohesiveness was not explored.
5. There were thirteen individuals who refused to participate in the study. Although 
an ‘exclusion from study’ sheet was included in the research package, only 1 of these 
was returned to the research. This expressed “I’m too depressed, I’ve never been so 
tired in all my life, I just want to go home”. No other forms were returned, therefore it 
is difficult to know why these individuals did not participate.
6. The concept of social anxiety may have particular relevance to individuals with 
chronic pain. Individuals with chronic pain do report more affective distress which 
may affect their social interactions. Distinctions of social anxiety before and since the 
chronic pain began may be important to differentiate so as to enable greater 
understanding of these findings and their meaning.
7. The concept of group cohesion may have a different meaning in this treatment 
programme than for other forms of group treatments. This is because this sample 
population share the same living accommodation for approx. 20 of the 28 days of the 
complete programme. This creates a proximity and intimacy that is unique and 
separate to what is observed within sessions for the clinical team. The concept of 
group cohesion may also be different for this population as they are participants within 
a psycho-educational approach rather than a therapeutic group where boundaries and 
group rules are more readily discussed and adhered to.
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4 : 2 : 2  Instruments
1. Due to the standardized programme at the inpatient unit and limited free time of the 
patients, a time limited questionnaire was favoured to maximize the response rate. 
This form of questionnaire has advantages of low cost of data collection, low cost of 
processing and avoidance of interviewer bias. However it is therefore more prone to 
low response rate, misunderstandings due to no opportunity to explain questions and 
incompleteness (Oppenheim, 1992).
2. The SAD was designed and piloted on a population of student undergraduates at the 
University of Toronto about which very little other demographic information is 
known. This population is different to the population of individuals living with 
chronic pain. This needs to be taken into consideration when interpreting the findings 
from this study.
3. The SAD has been criticized as being a measure of general emotional distress 
rather than social anxiety (Turner, McCanna and Beidel, 1987). However another 
perspective on Turner et al’s findings is that social anxiety may be present in all 
anxiety conditions to different extents (Heimberg, Hope, Ropee and Bruch, 1988). It 
should be noted though that the reason (s) for an individual to be experiencing social 
anxiety may differ for each individual and between populations such as those with 
chronic pain. The SAD is unlikely to attend to these dimensions or reflect such 
specific features (Turner and Beidel, 1988). Although new measures are being 
developed, the SAD is still the instrument of choice in clinical studies (Edelmann, 
1995, p62).
4. Utilizing questionnaires to evaluate interpersonal interaction and group dynamics 
may not have been the optimal method of assessment with this population. The 
participants completed numerous psychometrics within the programme which were 
reported by some participants as “time-consuming”, “intrusive” and “point-less”. 
Eight participants did not fully complete their questionnaires but when approached and 
given verbal support were willing to do so. Although the questionnaire of group 
cohesion and social anxiety was presented, explained and discussed with each intakes,
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the view of some participants should be considered in the number and quality of 
responses in this study.
5. The group cohesion and social anxiety questionnaire was administered in the last 
week which resulted in a retrospective completion and evaluation. This may be 
considered as a ‘response bias’ (Hammond, 1995), with respondents answering the 
questions in a unique way due to : wanting to maintain a positive image and 
connection with the group ; wanting to maintain a favourable view of the group ; 
wanting to express anger about the group.
6. The SAD component of the questionnaire was answerable by yes / no questions. 
This style of question is at fault due to the danger of participants deliberately 
attempting to present an image of themselves which is not true (known as ‘faking 
good’) (Hammond, 1995, p i98). Additional to this issue were the comments by 
participants that the SAD was : repeatedly asking the same question which they could 
not answer in a positive way and which resulting in their feeling upset and angry. This 
information was expressed by seven of the eight participants who had not initially 
completed the SAD.
7. The factorial analysis of the group cohesiveness questionnaire that was utilized in 
this study indicated that it was a measure of “attractiveness to group” rather than 
“group cohesion” as an identifiable concept. This resulted in not utilizing two items 
on the questionnaire : I feel I have made significant contributions to the group ; I 
believe that my pain is uniquely different from that of the groups. More importantly it 
is significant to what is conceptualized as “group cohesion” in this study. The 
findings of this study are relevant to group cohesion as conceptualized as 
“attractiveness to group”. Therefore caution is required in interpreting or comparing 
findings with other studies of ‘group cohesiveness’ or ‘attractiveness to group’ (Fife- 
Shaw, 1995). This most significant point is later followed up in sections 4 : 3, 4 : 4 
and 4 : 5.
8. Psychometric measures that are predominantly quantitative have three main 
criticisms as methods of psychological research. Firstly, by determining the categories 
available for response, the approach imposes the researchers’ view of ‘how the world
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works’ and therefore studies can never do more than confirm or not confirm their pre­
conceptions (Harre, 1979). Secondly, there is the dangerous assumption that the 
researcher can ‘operationally define’ what statements actually mean (Brown, 1980). 
Lastly, is the constrained variability in the psychometric format (Potter and Wetherall, 
1987). The researcher could have tried to manage some of these difficulties by 
designing tailor-made measures of social anxiety and group dynamics for individuals 
with chronic pain that are referred to the inpatient pain management unit. This would 
have involved running work groups, performed 1 : 1 interviews and run pilot studies. 
These could have been tools to explore the meaning of social anxiety and group 
cohesiveness for individuals with chronic pain attending this inpatient pain 
management programme to aid design for results with greater interpretative meaning.
9. It is questionable as to whether psychometric questionnaires are the most 
appropriate, productive or precise method of evaluating interpersonal processes and 
group dynamics. Other methods of investigation may identify more useful 
information such as direct observation of the group (Wilkinson, 1995), interviewing 
(Breakwell, 1995) and / or report of significant others such as the clinical team. 
However this study was restricted in its methods due to the restricted personal time of 
individuals on the programme, the possible effects of this study on the individual in 
the programme and the specific implementation of the standardized programme. 
These considerations are important to take into account when completing a study such 
as this and utilizing its findings.
10. It is important to note that a large number of tests were performed in the results of 
this study. Unfortunately the sample was not of significant size to complete a 
MANOVA procedure, which would have reduced the risk of type one errors in the 
calculations. Therefore caution is needed in interpreting the results due to the 
increased risk of error.
4 : 3 Results of Study in Relation to Previous Research 
RESEARCH QUESTION 1 : To determine whether the experience of group 
cohesion is associated with social anxiety.
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The social cohesion model utilized in this study perceives the group as a molecule in 
which people are individual atoms and interpersonal attractions are interatomic forces 
(Raven and Rubin, 1983). Interpersonal attraction is believed to arise from mutual 
satisfaction of interdependent goals which bind people together as a cohesive group. It 
is important to note that although the questionnaire utilized in this study did not 
measure a unidimensional construct of “group cohesiveness”, it did measure the 
interatomic force of “attractiveness to group”. Considering this the questionnaire 
measured an interpersonal dynamic rather than a stable measurable end state, and in 
this text after using the term ‘group cohesion’, attraction will appear in brackets (i.e. 
group cohesion (attraction to group).
Only a mild negative correlation was identified between group cohesion and social 
anxiety that was not statistically significant. Previous research has indicated that 
social anxiety is associated with increased self-consciousness and a reluctance to self­
disclosure that are related to the individual perceiving themselves and in their being 
perceived by others less favourably in social situations (Segrin and Kinney, 1995 ; 
Smarino, Clausen, Hardarson and Amarson, 1995). However previous research by 
Wilder and Shapiro (1989) may further explain why this was not necessarily paralleled 
in the findings of this study. They present an anxiety-assimilation hypothesis - that 
feeling anxious can result in assimilation of the individual into an interpersonal 
context. Anxiety can interfere with information processing in that anxious individuals 
use less information about group members than do non-anxious individuals. When 
unfavourable information about group members is embedded in a generally positive 
group context, this information may be “lost” by anxious perceivers who then view the 
group members more similarly to the non-anxious perceivers. This theory would 
explain the other finding of this hypothesis that individuals in intakes characterized by 
a majority of high social anxiety individuals report statistically significantly lower 
levels of group cohesion (attraction to group) as the group may be perceived as less 
favourable.
RESEARCH QUESTION 2 : To determine whether individuals reporting low 
group cohesiveness are less likely to benefit from the pain management 
programme.
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It is important to note that although the questionnaire utilized in this study did not 
measure a unidimensional construct of “group cohesiveness”, it did measure the 
interatomic force of “attractiveness to group”. Considering the advantages of group 
based treatments as noted in 1 : 5 : 1 it is surprising that individuals reporting less 
group cohesion (attraction to others) do not progress less well on the programme 
(Keefe et al, 1996). This may be a relevant study finding for clinicians, that group 
members can maximize outcome despite possible issues within the group. What was 
not measured within this study was whether the individuals reporting less group 
cohesion (attraction to group) requested more time with other groups or the unit team. 
It was statistically significant that individuals reporting low group cohesion (attraction 
to group) are more likely to utilize a greater number of drugs, inparticular the use of 
opiates. The association here is difficult to explain in relation to previous research, 
but it may be that greater chemical intake of drugs, inparticular opiates, may 
negatively affect the individual’s perception of others and their own social skills 
(British National Formulary, 1987 ; Kaplan and Sadock, 1993). It is also possible that 
such individual’s may then be less favourably received by other group members due to 
reduced social skills (Atkinson, Atkinson, Smith et al, 1990). Regarding reduction of 
medications throughout the programme in relation group cohesion for the individual, 
individuals reporting high group cohesion were most likely to reduce their intake by 
the end of the programme. This may be because individuals reporting more group 
cohesiveness are interacting with others more. This may include receiving support 
from health professionals and fellow patients that enables for improved management 
of their pain and their depressive symptoms (Keefe et al, 1996). Therefore such 
individuals may be more inclined to reduce the intake of their anti-depressants more 
readily than those individuals reporting less group cohesiveness. Reduction of 
medication use is a goal for the programme and the continued use by some individuals 
may mean that they are negatively evaluated by others who are more able or ready to 
reduce their medications. These responses by others may further affect an individuals 
perception of group cohesion (attraction to group). Overall there was a relatively high 
level of group cohesiveness (attraction to group) reported by participants in the study 
(Keefe et al, 1996), indicating that the participants on the programme are sufficently
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cohesive (attracted to group) resulting in there being little room to measure effects or 
room for improvement.
RESEARCH QUESTION 3 : To determine whether individuals reporting high 
social anxiety are less likely to benefit from the pain management programme.
Individuals reporting high social anxiety did not benefit less well from the programme 
according to subjective measures on a statistically significant level. As noted in 
previous research individuals with high social anxiety did generally report more 
affective distress (Turner et al, 1987) and less ability to cope (Saboonchi and Lundh, 
1997). However individuals reporting high social anxiety did report statistically less 
performance in completion of stairs and stand-ups. Previous research may explain 
this, as already noted in 4 : 2, socially anxiety may be a more complex construct of 
significant dimensions not observed in this study. One particular dimension for 
individuals with chronic pain may be social physique anxiety and its relationship to 
exercise. Social physique anxiety and self-presentational anxiety associated with 
physique may deter some people from particular fitness programmes (Hart, Leary and 
Rejeski, 1989 ; Crawford and Eklund, 1994). This may have resulted in this study in 
high social anxiety individuals : experiencing a reluctance to practise in front of others 
as required ; perform less well under observation ; have less confidence in completion 
of exercise and at evaluation.
It was also noted that individuals reporting high social anxiety were more reluctant to 
reduce their intake of non-steroidal anti-inflammatory drugs (NSAIDs) and anti­
depressants. Previous research might help to explain the reluctance to reduce the 
NSAIDs in that individuals in the programme are acknowledging similar goals some 
of which are visible to others such as improved exercise and goal attainments. To 
ensure perfectionist standards and reduce negative evaluation by others, both being 
significant issues to the socially anxious (Watson and Friend, 1969 ; Saboonchi and 
Lundh, 1997), such individuals may maintain drug use such as NSAIDs which enable 
physical functioning. The reduced use of anti-depressants for individuals who are less 
socially anxious may be explained by previous research as a result of positive effect of 
the programme. If individuals are given the opportunity to receive and test new
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information of their social skills and self, this can result in positive modification of 
their social interactions and social presence (Meleshko and Alden, 1993).
RESEARCH QUESTION 4 : To determine whether individuals in intakes 
characterized by a majority of low group cohesiveness members are less likely to 
benefit from the pain management programme.
It is important to note that although the questionnaire utilized in this study did not 
measure a unidimensional construct of “group cohesiveness”, it did measure the 
interatomic force of “attractiveness to group”. It is difficult to explain the association 
of findings. Generally low group cohesion appears to result in a reduced physical 
performance, in particular the stand-ups at a statistically significant level. On the pain 
management programme participants have been noted to exercise together providing 
informal support and monitoring each other’s performance in acknowledgement of a 
shared goal. This effect may be reduced if there is low group cohesion, resulting in 
less shared exercise time, mutual support and ultimately reduced performance (Mullen 
and Cooper, 1994). Also significant is that most studies of group cohesion and 
outcome observe shared outcome such as studies of the military (Blades, 1986) and 
sport (Carron, 1988). In the pain management programme it is significant to note that 
the individuals have separate goals, united only by the admission at a particular time. 
The unique setting of this inpatient pain management programme is important in 
relating findings to previous ‘real’ and experimental groups. Overall there was a 
relatively high level of group cohesiveness (attraction to group) reported by 
participants in the study (Keefe et al, 1996), indicating that the participants on the 
programme are sufficently cohesive (attracted to group) resulting in there being little 
room to measure effects or room for improvement.
RESEARCH QUESTION 5 : To determine whether individuals in intakes 
characterized by a majority high social anxiety members are less likely to benefit 
from the pain management programme.
The comments noted in section 4 : 3 for Research Question 1 and Research Question 3 
are significant here. The individuals in intakes characterized by a majority of 
members reporting low social anxiety appear to be more likely to reduce their intake
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of anti-depressants by the end of the programme. This effect has been discussed 
already in this study.
4 : 4  Interpretation of Theories to Data
4 : 4 : 1  Pain Management Outcome
Overall the inpatient pain management programme seemed to be effective in terms of 
pre-post treatment improvements on nearly all measures. This is important as this is 
what the treatment is all about and this study then supports the findings of similar 
research (Williams et al, 1996). The cognitive-behavioural approach to pain 
management approach is supported due to its sound theoretical background and results 
in clinical practice. This approach perceives a number of elements as being significant 
to the individual’s experience of chronic pain such as the interaction of environmental 
events, cognitions and behaviours which influence the individual’s subjective pain 
perceptions and experience of pain (Bradley, 1996). It is warned that dependence on 
this approach should be avoided and that individuals for whom it is unsuccessful 
should be investigated (Williams and Erskine, 1995). Study of attrition from pain 
management programmes will enable greater understanding and possibly imporved 
efficacy of such programmes.
4 : 4 : 2  Group Cohesion (Attraction to Group) Theories to Data 
4 : 4 : 2 :  1 Group Cohesion Theories to the Data
Firstly, to remind the reader, this study operationalized a social cohesion model of 
group cohesion with the group likened to a molecule in which people are likened to 
individual atoms and interpersonal attraction as the atomic force which binds people 
together (Raven and Rubin, 1983). Some theorists have operationally and 
conceptually equated group cohesion with attraction to group (Carron, 1982, Mudrack,
1989) and for all practical purposes the group can be seen as an aggregate of 
individuals who are mutually attracted to one another. However it is increasingly 
argued that it may be wrong to equate group cohesion and attraction to group (Hogg, 
1992 ; Hogg and Hardie, 1992).
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A number of criticisms have evolved regarding group cohesiveness and its limitations 
are well summarized by Hogg (1992, p55-67). To summarize, Hogg suggested that 
there were two lines of argument : traditional issues such as the perception of a social 
group model ; radical issues rejecting the general model. Traditional criticisms of 
‘group cohesiveness’ include : its operationalization and measurement ; equating 
group cohesion with attraction ; the inappropriate issues of the theory. Although 
group cohesiveness is a pragmatically useful concept for those interested in interactive 
small groups, it has been argued as having fundamental conceptual problems (Evans 
and Jarvis, 1980 ; Mudrack, 1989). Levine and Moreland (1990) raised concerns at 
how best to measure and conceptualize group cohesion. There are a number of 
different ways to assess the construct, but there is often weak or no significant 
correlation between different measures. Although some mulit-dimensional scales 
have been developed, their success is most significant when designed and used with 
specific groups such as small interactive social groups. It is argued that group 
cohesiveness as attraction does not fully explain the concept. Although attraction is 
significant, it is an interpersonal process and does not relate well to outcome on its 
own. Lastly, the traditional argument includes the criticism that group cohesiveness as 
a theory is too broad, multi-dimensional and complex, and should thus be treated with 
greater understanding rather than simplified.
Radical criticisms include those of the social psychological nature of the social group. 
It is argued that group level phenomena should not be measured in terms of the 
individual’s and interindividual’s interactions as this is reductionistic. The utilization 
of the social group as a molecule arguably has limited scope in expanding the 
understanding of group cohesiveness, and dependence on this one method of 
understanding reduces growth of alternative conceptualizations. The molecule 
concept does not permit comparisons easily and its qualitative comparison and 
development is difficult. The molecule concept does not explain motivation any more 
than general liking which is inadequate for the complex processes of interactions, 
structural development of groups or multiplicity of roles and categories which each of 
us fulfils. However it is not to say that ‘group cohesiveness’ when acknowledged as 
observing ‘interpersonal attraction’, is a useless term. It is however important to 
clearly recognize and express conceptualizations of terms. Further development of
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group cohesiveness have progressed within social identity theory (Abrams and Hogg,
1990) and self-categorization theory (Turner, 1985). Here group is seen as individuals 
categorizing themselves which results in in-group behaviour and identification. 
Attraction then is less to other individuals but to individuals as embodiment of group 
values, thus distinguishing social and personal attraction (Hogg, 1992). Groups may 
then form in the absence of interpersonal attraction, with the role of interpersonal 
attraction becoming significant only within well-established groups. Therefore social 
attraction is an interindividual attitude that is depersonalized in terms of group 
prototypes and develops by self-categorization with other intra and intergroup 
behaviours. Personal attraction is an interindividual attitude that is personalized in 
terms of unique properties of individuals and close interpersonal relationships. Only 
social attraction appears to relate to group solidarity and cohesiveness, and is therefore 
a group phenomenon. Personal attraction is in contrast an interpersonal phenomenon, 
and although significant in its own right should be acknowledged as separate to social 
attraction. This study used a questionnaire that does not clearly differentiate between 
social and personal attraction, but it is clearly measuring something separate to the 
group dynamic that may be conceived as ‘group cohesiveness’. This development of 
theory is important to note when utilzing older psychometric questionnaires such as 
those that were the basis of this study. Social psychology theories have developed, so 
have methods of investigation and although some measures have been used 
significantly in the past, recent theoretical developments are important to note before 
commencing studies such as this one.
4 : 4 : 2 : 2  Relationship of Group Cohesion (attraction to group) with Performance. 
There have been a number of reviews of group cohesion and performance research 
(Lott and Lott, 1965 ; Mudrack, 1989 ; Hogg, 1992) resulting in various and 
conflicting conclusions (Mullen and Copper, 1994). In order to make sense of these 
contradictions researchers have noted distinctions between types of group task based 
on the nature , means or goals invoked. They have noted that interactive sports where 
the team members are dependent on each other such as football result in a positive 
cohesiveness-performance relationship, where as sports that are coactive such as 
shooting and rowing do not (Hogg, 1992). This may relate to the findings in this study 
in that each participant is working toward their own personalized goals and even
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though they are living in such proximity as other individuals on the programme, this 
separate end goal reduces a cohesive-performance (Carron, 1980). However it is also 
arguable that the relationship that does exist for these interdependent groups working 
toward a shared end goal between cohesiveness and performance may not be one of a 
cause and effect (Levine and Moreland, 1990). It would then seem that depending on 
how group cohesiveness is measured, it can have a positive, negative or non­
significant relationship with productivity or success. Cohesiveness appears to be 
positively associated with group productivity only where productivity is already an 
internalized norm of the relevant group (Greene, 1989) and cohesiveness as 
interpersonal attraction does not reliably predict group effectiveness, productivity or 
success (Nixon, 1977). Therefore this study although it aimed at examining group 
cohesiveness, was in fact a better measure of interpersonal attraction. Interpersonal 
attraction might be expected to have little or no relationship to group processes such as 
effectiveness in achieving consensual group goals (Hogg, 1992). Instead it would 
affect ability to establish supportive friendships and be a peripheral measure of 
possible social support for the individual on the pain management programme. In 
practice cohesive small groups are also groups in which there is a great deal of 
opportunity for interpersonal interaction, so that supportive friendships are likely in 
time to arise (Hogg, 1992).
4 : 4 : 3  Social Anxiety Theories to Data
4 : 4 : 3 : 1 Social Anxiety Theories and Individuals with Chronic Pain 
Social Anxiety has been noted to be prevalent for individual with disfiguring or 
disabling physical conditions such as individuals with chronic pain (Oberlander et al, 
1994). Much is known already of social anxiety as a psychological issue which may 
have social consequences. It can be conceptualized as appearing on a continuum of 
severity, with its more extreme form identified as social phobia. Social phobia as 
defined in DSMIV is a pattern of excessive fear of scrutiny or embarrassment suffered 
by persons facing participation in seemingly conventional social interactions. Social 
fears have been differentiated from other anxiety disorders and avoidant personality 
disorder (Mannuzzo et al, 1990). Although there may be similarities in the cognitions, 
bodily sensations and behaviour of different anxiety states, the constituent parts are
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likely to differ between anxiety types (Edelmann, 1995, p47). Avoidant personality 
disorder can be characterized separately from social phobia by hypersensitivity to 
criticism or rejection and social withdrawal in spite of a desire for social interaction. 
Overall social anxiety appears to be clearly characterised by a particular pattern of 
thinking relating to fear of negative evaluation, with socially anxious individuals more 
likely to : generate negative cognitions in stressful encounters ; underestimate their 
own level of social skill in social situations ; more likely to recall negative encounters. 
Theoretical perspectives suggest that social anxiety may result from aversive learning 
experiences, a lack of social skills or a pattern of thinking relating to over concern 
with negative evaluation. As a result multicomponent process frameworks have been 
increasingly favoured as they incorporate psychobiological, behavioural, physiological 
and cognitive components in explanation of social anxiety (Trower and Gilbert, 1989). 
Such frameworks will be important in understanding the experience, progression and 
resolution of social anxiety for numerous individuals with chronic pain such as those 
in this study. These studies will be important in calling attention to the population 
with socially phobic symptoms secondary to physically impairing conditions as a 
diagnostic and treatment issue.
4 : 4 : 3 : 2 Social Anxiety Theories and its Significance to Group Based Treatments 
Central to current theories of social anxiety are motivational issues (Arkin, 1981 ; 
Schlenker and Leary, 1982) which may affect group membership. Motivational issues 
for socially anxious individuals include desiring to avoid negative social outcomes, 
therefore adopting self-protective strategies and avoidance of self-disclosure 
regardless of other group members behaviour. These behaviours can perpetuate social 
anxiety as they deprive the individual of new information which might modify their 
negative view of self (Meleshko and Alden, 1993) and induce negative emotions in 
those with whom they interact (Alden, 1992). This suggests that self-protective 
strategies may elicit negative interpersonal reactions which maintain self-defeating 
interpersonal patterns in socially anxious people. Therefore contact with others is not 
desirable or beneficial to socially anxious people in the fulfilment of certain goals. 
Therefore social anxiety is a negative affective experience influencing how individuals 
relate in potential social encounters and group settings. Social anxiety is also 
significant in its own right for individuals with chronically painful disfiguring or
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disabling conditions. It is therefore potentially significant to acknowledge social 
anxiety for individuals participating in pain management programmes. However 
within this study social anxiety was more prevalent than expected, but did not 
correlate to such adverse findings as was expected such as low group cohesion and 
poorer outcome. This may be a result of so much intimacy and physical proximity 
which was significant to this inpatient programme.
4 : 4 : 3 : 3 Social Anxiety and Outcome
Regarding outcome, individuals who reported high social anxiety or were in intakes 
characterized by a majority of members reporting high social anxiety, may not differ 
greatly due to the significant relationship of perfectionism and anxiety (Trower, 
Gilbert and Scherling, 1990 ; Alden and Wallace, 1991). Perfectionism may be a 
more important construct in the study of anxiety than is public self-consciousness 
(Saboonchi and Lundh, 1997). Therefore there was not the expected reduction in 
outcome despite a highly aroused affective state. Instead these individuals appeared to 
manage as well as others. What this study did not attend to is whether individuals 
reporting high levels of social anxiety require more time, reassurance and time from 
the clinical team. There may be clinical issues in working with such individuals that 
report such highly aroused affective states with issues also of perfectionism.
4 : 5 Implications for Future Research
4 : 5 : 1  Methodological Implications
- A number of issues concerning the use of psychometric measures have been noted 
and are relevant for future studies. Firstly, the patients completed a number of 
psychometrics and monitoring forms as part of the pain management programme 
which are not always received amiably. Therefore although the researcher tried to 
encourage interest, this may have not been an agreeable way for some patients to 
forward their thoughts and views. Secondly, in the last week of the programme 
patients are managing closure and return to their lives with their families and friends. 
Some have reported that this is a stressful time as although they feel they can manage 
the new ideas of pain management in the unit with the support of the staff team and 
fellow patients, they are anxious about continuing with it on discharge. Therefore this
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final week is often reported to be a stressful time to leave the group and some may not 
wish to focus on this aspect of the programme within the programme. Thirdly, six 
questionnaires were returned incomplete as the patients did not wish to complete the 
Social Avoidance and Distress Scale (SADS) (Watson and Friend, 1969). Comments 
forwarded about this were that they did not like the ‘yes’ or ‘no’ restricted answers, 
they felt it was repetitive and / or they found it too upsetting to complete when they 
observed their answers. Although they were willing to tell this to the researcher they 
were not prepared to discuss it further or complete the measure with support. It may 
be possible in the future to hold work groups, qualitative interviews and a pilot study 
in order to design a questionnaire that is specific to this population and the issues of 
investigation.
- Overall the treatment seemed to be significantly effective in terms of pre-post 
improvements on virtually all measures of pain management. This is important as an 
evaluation of the efficacy of the programme, but also as it would have been more 
difficult to evaluate an effect of group cohesiveness (attraction to group) if there was 
no effect at all. Although there does not seem to be much of a relationship between 
group cohesiveness or social anxiety and outcome, this does not confirm that if an 
intervention was carried out to make the groups more cohesive, reduce attrition rates 
and that better outcome might not result.
- The prevalence of social anxiety in this population warrants more detailed 
investigation of its association with individuals who have chronic pain. Future studies 
may wish to attend to social anxiety as perceived before the pain began and their 
experience of it since the pain started. This may reveal a different qualitative 
experience that will be important to note.
- There is an issue in this study of relying on self report of psycho-social process such 
as social anxiety or group dynamics such as group cohesiveness. Assessment of such 
issues may benefit of including natural observation, provision of role plays or report 
of a relevant other such as a clinical team member.
- It would be of interest to examine changes over a similar time period in untreated 
controls and controls seen individually within a similar pain management programme.
- Study of attrition from inpatient pain management programmes may enable greater 
understanding of the efficacy of the approach.
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4 : 5 : 2  Theoretical Implications
- Continued monitoring of the efficacy of inpatient pain management programmes will 
promote better understanding of the processes at work whether they be cognitive, 
behavioural, an interplay of the two or something occuring indirectly as a result of 
their application.
- A significant issue for this study was the meaning within the patients of social 
anxiety. It was reported that this concept may have a distinct relationship to life 
events such as the occurrence of chronic pain. Therefore social anxiety for chronic 
pain patients is significant as it may be a consequence of the pain or have been 
apparent before pain onset. Future studies of this concept would benefit from 
exploring what this means to the participants of a such as this.
- In completing this study it was established that the concept of group cohesiveness is 
multifaceted. This particular study attempted to evaluate a group dynamic perceived 
as cohesiveness, but resulted in evaluating the interpersonal process of attraction to 
group. It is important for measures to clearly state the concept which they perceive to 
be evaluating and to report honestly about this. Therefore further utilization and 
comparison of research will benefit. Group cohesiveness can be seen as a result of 
this study as a multi-dimensional concept that deserves to be critically evaluated so 
that its future existence can be clearly defined.
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PAIN QUESTIONNAIRE ---------- -------
Name.........................................................................................   D ate .......................
Thank you for agreeing to complete this questionnaire. If you have any difficulty with the 
questions, please do not hesitate to ask for help.
1. On a scale of 0 - 1 0 0  where 0 means “no pain”
and 100 means “pain as intense as could be”
please indicate in the. spaces below the number between 0 and 100 that best 
describes your pain.
a) How intense is your pain RIGHT NOW?............................................ ..........
b) How intense was your pain ON AVERAGE LAST WEEK? ..........
2. On a scale of 0 -100 where 0 means “not at all distressing”
and 100 means “pain as distressing as it could be”
please indicate in the spaces below the number between 0 and 100 that best
describes how distressing your pain is.
a) How distressing is your pain RIGHT NOW? ........
b) How distressing was your pain ON AVERAGE LAST WEEK? .......
3. On a scale of 0 - 10 0  where 0 means “not at all disrupted”
and 100 means “completely disrupted”
please indicate in the space below the number between 0 and 100 that best 
describes how much your pain disrupted your normal activities last week.
a) How disrupted were your normal activities LAST WEEK? ......
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PAIN: S-E OUESTTONNA TR F.
-------------------------- MICN (1 9 8 8 ) Pain M anagem ent C cutie------Large Seale Research
St Thomas' Hospital London.
NAME:____________________________________     DATE_______ __
P 'ease  rate how  confident you are that you can do the following things at present, 
d esp ite  the pain. To answer circle on e of the numbers on the scale under each  
item, where 0 = "Not at all confident" and 6 = "Completely confident"
FOR EXAM PL E:-
2____;______ 1___________ 2__________ Q l__________ 4___________5 6
Not at all " " ~ c“„£i
Remember, this questionnaire is not asking whether or not you have been doing 
these things, but rather, how  confid en t you are that you can do them  at the 
present, despite the pain.
1 ) I can still enjoy th ings, d esp ite  the pain.
0 1 7 i
Not at all Completely
C o w r i t  Confident
2) I can still do m ost o f the h ou seh o ld  ch ores (e.g. tidying up, w ash ing  
d ish es  etc.) d esp ite  the pain.
0 1 9 1 ,
^ 0 tratja11 Completely
Conf,dent Confident
3) I can so c ia lise  with my friends or family m em bers as often as 1 u sed  to, 
d esp ite  the pain.
0 1 7 9 A < f
Not at all Completely
Confident Confident
4) I can co p e  with my pain in m ost situations.
0
Not at all Completely
Confident Confident
5) I can do so m e sort o f work, d esp ite  the pain
("Work" inclu des housew ork , paid or unpaid work)
5 __________ J _ __________2____________3___________ 4 ■ 5____________6
Not at all Completely
Confident Confident
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6) I can still do m any o f  the th in g s 1 en joy  d o in g , su ch  a s  h ob b ies  or 
leisure activities, d e sp ite  the pain.
_0__________ 1___________ 2___________ 3__________ _4___________ 5___________ 6
Not at all Completely
Confident Confident
7) 1 can co p e  with my pain w ithout m edication .
0__________ L__________ 2 3  4 5__________ 6
Not at all Completely
Confident Confident
8) 1 can still a ccom p lish  m o st o f my g o a ls  in life, d esp ite  the pain.
(Q__________ 1___________ 2____________ 3___________ 4____________5__________ 6
Not at all Completely
Confident Confident
S) I can still live a norm al lifesty le , d e sp ite  th e pain.
Û  _______ 1___________ 2_______  3____________ 4_____   -J___________ 6
Not at all Completely
Confident Confident
10) I can gradually b e c o m e  m ore active , d e sp ite  the pain.
.2___________ 3___________ 4-__________ 5----------------- d-
Completely 
Confident
0 : 1
Not at all 
Confident
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BDI
\
>|am e:___________________ _ D ate:___________________
This is brief mood inventory
Place a tick in the space provided beside the statements which best describe how you have 
felt over the past week, including today.
There are 21 groups of statements (indicated by letters A to U). Please tick 
only one statement in each group - that is, the statement which best describes how you have 
felt over the past week. If no statement in a group describes exactly how you have felt, just 
tick the one that is the closest.
Make sure you read all the statements in each group before answering.
A.
  I do not feel blue or sad.
  I feel blue or sad.
  I am blue or sad all the time and can’t snap out of it.
  I am so sad or unhappy that it is quite painful.
  I am so sad or unhappy I can’t stand it.
B.
I am not particularly pessimistic or discouraged about the future. 
I feel discouraged about the future.
I feel that I have nothing to look forward to.
I feel that I won’t ever get over my troubles.
I feel that the future is hopeless and that things cannot improve.
I do not feel like a failure.
I feel I have failed more than the average person.
I feel I have accomplished very little that is worthwhile or that means anything. 
As I look back on my life all I can see is a lot of failure.
I feel that I am a complete failure as a person (parent, husband, wife).
I am not particularly dissatisfied.
I feel bored most of the time.
I don’t enjoy things the way I used to.
I don’t get satisfaction out of anything any more. 
I am dissatisfied with everything.
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I don’t feel particularly guilty.
I feel bad or unworthy a good part of the time.
I feel quite guilty.
I feel bad or unworthy practically all the time now. 
I feel as though I am very bad or worthless.
I don’t feel I am being punished.
I have a feeling that something bad may happen to me. 
I feel I am punished or will be punished.
I feel I deserve to be punished.
I want to be punished.
I don’t feel disappointed in myself. 
I don’t like myself.
I am disgusted with myself.
I hate myself.
I don’t feel I am any worse than anybody else.
I am critical of myself for my weaknesses or mistakes. 
I blame myself for my faults.
I blame myself for everything bad that happens.
I don’t have any thoughts of harming myself.
I have thoughts of harming myself but I would not cany them out. 
I feel I would be better off dead.
I feel my family would be better off if I were dead.
I have definite plans about committing suicide.
I would kill myself if I could.
I don’t cry any more than usual.
I cry more than I used to.
I cry all the time now. I can’t stop it.
I used to be able to cry but now I can’t cry at all even though I want to.
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I am no more irritable now than I ever am.
I get annoyed or irritated more easily than Fused to.
  I feel irritated all the time.
  I don’t get irritated at all the things that used to irritate me.
L.
  I have not lost interest in other people.
  I am less interested in other people than I used to be.
 I have lost most of my interest in other people and have little feeling for them.
 ___  I have lost all my interest in other people and don’t care about them at all.
M.
  I make decisions about as well as ever.
  I try to put off making decisions.
  I have great difficulty in making decisions.
  I can’t make decisions at all any more.
N.
  I don’t feel I look worse than I used to.
  I am worried that I am looking old or unattractive.
  I feel that there are permanent changes in my appearance and they make me look unattractive.
  I feel that I am ugly or repulsive looking.
O.
  I can work about as well as before.
  It takes extra effort to get started at doing something.
_ _  I don’t work as well as I used to.
  I have to push myself very hard to do anything.
  I can’t do any work at all.
I can sleep as well as usual.
I wake up more tired in the morning than I used to.
I wake up 1-2 hours earlier than usual and find it hard to get back to sleep. 
I wake up early every day and can’t get more than 5 hours sleep.
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|
I don’t get any more tired than usual. /
I get tired more easily than I used to.
I get tired from doing anything.
I get too tired to do anything.
R.
  My appetite is no worse than usual.
  My appetite is not as good as it used to be.
  My appetite is much worse now.
  I have no appetite at all any more.
S.
  I haven’t lost much weight, if any, lately.
  I have lost more than 5 pounds (2 kilos).
  I have lost more than 10 pounds (4 kilos).
—  "Hww no-appetite-at all a u r m ere (7 kilos) A V ^ a v e  I r e *  n X D /e  -VVoCN 
PLEASE NOTE: Are you on a diet? YES/NO.
T.
  I am no more concerned about my health than usual.
—  I am more concerned about aches and pains or upset stomach or constipation.
  1 am so concerned with how I feel or what I feel that it’s hard to think of much else.
 __  I am completely absorbed in what I feel.
U.
  I have not noticed ny recent changes in my interest in sex.
  I am less interested in sex now than I used to be.
  1 am much less interested in sex now.
;__  I have lost interest in sex completely.
426
ï ctors are aware that emotions play an important part in most illnesses. If your doctor knows about these feelings he 
y il be able to help you more. This questionnaire is designed to help your doctor to know h & & r g § i f W & item 
and place a tick in the box opposite the reply which comes closest to how you have been feeling in the past week. Don't 
take too long over your replies: your immediate reaction to each item will probably be more accurate than a long 
thought out response. Tick only one box in each section.
I feel tense or “wound up”:
Most of the tim e...............
A lot of the tim e...............
Time to time, occasionally 
Not at a ll .........................
I feel as if I am slowed down:
Nearly all the tim e...........
Very often................ ......
Sometimes.......................
Not at a ll............. ...........
I still enjoy the things I used to 
enjoy:
Definitely as much..............
Not quite so much..............
Only a little.......................
Hardly at a ll ..........
I get a sort of frightened feeling as if 
something awful is about to happen: 
Very definitely and quite badly ...
Yes, but not too badly...........
A  little , but it  doesn’t  w o rry  me .. 
Not at a ll................................
I can laugh and see the funny side 
of things:
As much as I always could....
Not quite so much now .........
Definitely not so much now .... 
Not at a ll...............................
Worrying thoughts go through 
my mind:
A  great deal of the tim e.........
A  lot of the tim e...................
From time to time but not too often .
Only occasionally...................
I feel cheerful:
Not at a ll.................................
Not often...............................
Sometimes.............................
Most of the tim e...................
I can sit at ease and feel relaxed:
Definitely........................ ......
Usually..................................
Not often..............................
Not at a ll .............................
I get a sort of frightened feeling like 
“butterflies” in the stomach:
Not at a ll .................................
Occasionally...............................
Quite often............................. .
Very often ..........................
I have lost interest in my appearance:
Definitely .................... .....................
I don’t take so much care as I should
I may not take quite as much care.....
I take just as much care as ever.....
I feel restless as if I have to be on the 
move:
Very much indeed...............................
Quite a lo t ................ ..........................
Not very much....................................
Not at a ll.............................................
I look forward with enjoyment to things:
As much as ever I d id ..........
Rather less than I used t o ....
Definitely less than I used to 
Hardly at a ll.........................
I get sudden feelings of panic:
Very often indeed.............
Quite often........................
Not very often..................
Not at a ll...........................
I can enjoy a good book or radio or TV 
programme:
Often..................................................
Sometimes.........................................
Not often :.............................
Very seldom......................................
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QUESTIONNAIRE OF THE GROUP EXPF.RTF.Nri7 AT
INPUT
Please give your name or initials...............................................................
Section A : About the Group
These questions ask you about your feelings and thoughts of the group (yourself and 
other patients) while here at INPUT. Although some of the questions are similar, they 
are differences between them and you should treat each one as a separate question. 
The best approach is to complete this when alone and to answer each question fairly 
quickly with what seems like a reasonable estimate. To answer, place a tick in one of 
the boxes that correlates to how much you agree with each response.
1 = strongly disagree
2 = disagree
3 = neither agree nor disagree
4 = agree
5 = strongly agree
An example for you to follow is the statement below. The response ticked is the 
number 4 which means that the person completing this question ‘agreed’ with the 
statement.
1 2 3 4 5
Example : I have enjoyed eating my meals with the ‘group’.
/
/
1 2 3 4 5
1. I feel that I have been included by the ‘group’ in the group 
activities.
2 .1 have found the activities in which I participate as a member of 
the ‘group’ to be attractive.
3. I feel that the ‘group members’ fit what I feel to be ideal good 
group members at INPUT.
4. If most of the members of the group decided to never meet 
again outside of INPUT, I would try to dissuade them from doing 
so.
5. If I was asked to participate in another project like this one, I 
would like to be with the same people who are in the group at 
present.
6 .1 like the group that I am in.
7 . 1 feel that working with this group will enable me to attain my 
personal goals of pain management for which I sought help.
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1 2 3 4 S
8. Compared to other groups like mine, I feels that ours works 
together better.
9 .1 feel I have made significant contributions to the group.
10. I believe that my pain is uniquely different from that of the 
groups’.
Please feel free to express any thoughts or feelings about the group and your
experience within it in greater detail. You may also wish to comment on an issue that
I have not addressed in this questionnaire. Please use the space below to do so, thank- 
you.
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Appendix 8
The Gross Cohesiveness Scale (1957)
1. How many of your group members fit what you feel to be the idea of a good 
member ?
a. All of them
b. Most of them
c. Some of them
d. Few of them
e. None of them
2. To what degree do you feel that you are included by the group in the group’s 
activities ?
a. I am included in all the group’s activities.
b. I am included in almost all the group’s activities.
c. I am included in some of the activities, but not in some activities.
d. I don’t feel that the group includes me in very many of its activities.
e. I don’t feel that the group includes me in any of its activities.
3. How attractive do you find the activities in which you participate as a member of 
your group ?
a. Like all of them very much.
b. Like almost all of them.
c. Like some of them, but not others.
d. Like very few of them.
e. Like none of them.
4. If most of the members of your group decided to dissolve the group by leaving, 
would you like an opportunity to dissuade them ?
a. Would like very much to persuade them to stay.
b. Would like to persuade them to stay.
c. Would make no difference to me if they stayed or left.
d. Would not like to try to persuade them to stay.
e. Would definitely not like to try to persuade them to stay.
5. If you were asked to participate in another project like this one, would you like to 
be with the same people who are in your present group ?
a. Would want very much to be with the same people.
b. Would rather be with the same people than with most others.
c. Makes no difference to me.
d. Would rather be with another group more than present group.
e. Would want very much to be with another group.
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6. How well do you like the group you are in ?
a. Like it very much.
b. Like it pretty well.
c. It’s all right.
d. Don’t like it too much.
e. Dislike it very much.
7. How often do you think your group should meet ?
a. Much more often than at present.
b. More often than at present.
c. No more often than present.
d. Less often than at present.
e. Much less often than at present.
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Appendix 9
The Cohesiveness in Group Therapy Scale (Yalom, Houts, Zimerberg and Rand, 1957)
1. How many of your group members fit what you feel to be the idea o f a good 
member ?
a. All of them
b. Most of them
c. S ome of them
d. Few of them
e. None of them
2. To what degree do you feel that you are included by the group in the group’s 
activities ?
a. I am included in all the group’s activities.
b. I am included in almost all the group’s activities.
c. I am included in some of the activities, but not in some activities.
d. I don’t feel that the group includes me in very many of its activities.
e. I don’t feel that the group includes me in any of its activities.
3. If most of the members of your group decided to dissolve the group by leaving, 
would you like an opportunity to dissuade them ?
a. Would like very much to persuade them to stay.
b. Would like to persuade them to stay.
c. Would make no difference to me if they stayed or left.
d. Would not like to try to persuade them to stay.
e. Would definitely not like to try to persuade them to stay.
4. How well do you like the group that you are in ?
a. Like it very much.
b. Like it pretty well.
c. It’s all right.
d. Don’t like it too much.
e. Dislike it very much.
5. How often do you think your group should meet ?
a. Much more often than at present.
b. More often than at present.
c. No more often than present.
d. Less often than at present.
e. Much less often than at present.
6 .1 feel that I have made significant contributions to the group ?
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a. I have very much
b. I have pretty well.
c. No more than any other in the group.
d. Less than most others
e. Much less than others
7. The length of group meetings was about right ?
a. Very much agree.
b. Pretty much agree.
c. It’s all right.
d. Don’t like it too much.
e. Very much don’t like it.
8. Do you feel that the therapist was right for the job ?
a. Very much agree.
b. Pretty much agree.
c. They are OK.
d. Don’t like him / her too much.
e. Very much disliked them
9. Have you felt at all ashamed at being in therapy ?
a. Not at all ashamed.
b. Pretty much not ashamed.
c. Neither one way or another.
d. Slightly ashamed.
e. Very much ashamed.
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Section B : Socializing With Others Generally
These questions ask you about your feelings and thoughts regarding socializing with 
others generally. These questions then are not specific to your experiences at INPUT. 
Please answer each statement, ticking in the ‘yes’ box if it is true about you or in the 
‘no’ box if it is not true about you. Again try to answer as quickly as you can, without 
missing any questions out.
An example for you to follow is the following question which was answered with a 
tick in the yes box. Therefore this person is indicating that they believe they find job 
interviews stressful.
Yes No
1 .1 find job interviews stressful. /
Yes No
1 .1 feel relaxed even in unfamiliar social situations.
2 .1 try to avoid situations which force me to be very sociable.
3. It is easy for me to relax when I am with strangers.
4 .1 have no particular desire to avoid people.
5 .1 often find social occasions upsetting.
6 .1 usually feel calm and comfortable at social occasions.
7 .1 am usually at ease when talking to someone of the opposite sex.
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Yes No
8 .1 try to avoid talking to people unless I know them well.
9. If the chance comes to meet new people I usually take it.
10. I often feel nervous or tense in casual get-togethers in which both 
sexes are present.
11.1 am usually nervous with people unless I know them well.
12.1 usually feel relaxed when I am with a group of people.
13.1 often want to get away from people.
14. I usually feel uncomfortable when I am in a group of people I don’t 
know.
15.1 usually feel relaxed when I meet someone for the first time.
16. Being introduced to people makes me tense and nervous.
17- Even though a room is full of strangers, I may enter it anyway.
18.1 would avoid walking up and joining a large group of people.
19. When my superiors want to talk with me, I talk willingly.
20 .1 often feel on edge when I am with a group of people.
21.1 tend to withdraw from people.
2 2 .1 don’t mind talking to people at parties or social gatherings.
23 .1 am seldom at ease in a large group of people.
2 4 .1 often think up excuses in order to avoid social engagements.
25. I sometimes take the responsibility for introducing people to each 
other.
2 6 .1 try to avoid formal social occasions.
2 7 .1 usually go to whatever social engagements I have.
2 8 .1 find it easy to relax with other people.
Thank-you once again for your co-operation with this questionnaire.
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APPLICATION FORM
1) TITLE OF PROJECT
The influence of group cohesion on pain self-efficacy following a pain management programme.
2a) PROPOSED STARTING DATE
January 1998
2b) DURATION OF STUDY
Beginning January 1998 and to finish at the end of April 1998.
3) INVESTIGATORS
Name Position Dept ExtMDU/MPS
Membership of 
or other body
a) Principal:
Jo L. Stevenson - Trainee Clinical - INPUT - Ex 8107 - British Psychological Society,
Psychologist / UMDS BPS approved insurance.
b) Others (Supervisor) :
Dr. Amanda C - Consultant Clinical - INPUT - Ex 8107 - British Psychological Society,
de C Williams Psychologist, Senior / UMDS BPS approved Professional
Lecturer in Clinical Insurance.
Health Psychology.
4) WILL ANY OTHER STAFF BE INVOLVED IN THE RESEARCH PROJECT
Nursing Staff - N/A
(give particulars of involvement)
Social Workers - N.A
Laboratory staff - N/A
Any other staff - N/A
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5) PLACES WHERE THE RESEARCH WILL BE DONE-----------Large Scale Research
Are the patients to be admitted? NO
If so is their admission part of a routine clinical admission? NO
If so will this research involve an extended stay in hospital? NO
If so, how long will this extension of their stay be? - N/A
6) BACKGROUND OF THE STUDY
Although pain is a uniquely private experience to the individual concerned it does occur in a social 
context and has important social repercussions. Therefore a group context has many advantages in 
pain management settings. The group setting can have a powerful impact on the changes that an 
individual wishes to make in their life (Yalom, 1985). A group provides a setting in which chronic 
pain patients can be exposed to other individuals with similar problems, and can learn that they are 
not alone in experiencing behavioural and psychological problems. The group setting can also help 
patients gain a better understanding of pain and the role that their own behaviour, thoughts and 
feelings can play in influencing pain. Also, the group environment can teach patients more effective 
coping skills and provide concrete demonstrations of how one can use these skills to deal with 
difficult situations such as pain flare-ups. Individuals that have reported significant group cohesion 
have also reported it to be an important aspect of their pain management programme.
However the relationship of group cohesion to pain self-efficacy is largely unexplored. Bandura’s 
(1977) construct of self-efficacy is closely related to a sense of control. A self-efficacy expectation is 
defined as a personal conviction that one can successfully execute a course of action to produce a 
desired outcome in a given situation. Pain self-efficacy has been noted to relate to the extent to 
which an individual returns to their target activities after a pain management programme (Litt,
1988). The relationship of group cohesion to resulting pain self-efficacy after a pain management 
programme is hoped to be investigated in greater detail in this study.
7) AIMS OF THE STUDY
(Please include anticipated clinical use of outcomes, the potential benefit to the 
patient and the potential benefit to medical science).
a) To determine whether social anxiety affects the individuals experience of group cohesion.
b) To identify whether a perception of less group cohesion results in lower pain self-efficacy at 
the end of the pain management programme.
c) To establish whether a perception of less group cohesion results in less change in pain 
self-efficacy as reported before and after the pain management programme.
The group setting appears significant to pain management programmes for three particular reasons. 
Firstly, it is reported by the patients to be a beneficial part of improving their pain management. 
Secondly, the group setting is a beneficial approach to pain management for funders as it is a cost 
effective treatment approach enabling a greater number of patients to be seen at one time. Lastly, it 
is suggested in some research that the group approach may be more effective in pain management 
or offer significant advantages that would be lost in 1 : 1 interactions (Keefe, Beaupre and Gil, 
1996). Group cohesion then appears to be significant to pain management programmes, but as 
yet has been under addressed. Further research is needed to evaluate the significance of group 
cohesion to pain self-efficacy within a pain management programme. _____
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8) DESIGN OF THE STUDY— ------ Large Scale Research
At the point of initial contact, patients will have completed three weeks of the four week 
programme of pain management at INPUT. They will be approached as a group receiving an oral 
explanation of the study and request for their co-operation. It will be emphasized that their 
participation is entirely voluntary and will have no bearing upon present or future contact with the 
pain management programme. A package will be provided to each patient (see enclosed) including 
: a recruitment letter ; standard consent form ; questionnaire about their group experience and 
SABS ; brief form expressing the wish not to participate ; a self-addressed envelope for return to the 
researcher. They will be informed that all information obtained is confidential and for the 
researchers attention only. Once they have completed this questionnaire, they are requested to return 
it in the envelope via any member of the INPUT team. Any questions they may have about the study 
will be addressed in the group meeting or as required.
9) SIZE OF THE STUDY/STATISTICAL ANALYSIS
Has the methodology and size of the study been discussed with a YJ5S
statistician? If yes indicate with whom :
Dr Chris Fife-Shaw, Department of Psychology, University of Surrey, Guildford.
(a) Is your apphcation for a pilot study? NO
(b) If no, how was the size of the study determined?
On discussion with a statistician the minimal number of participants required for the 
study is approximately 65 patients.
(c) What is the primary endpoint?
Correlation between the patients’ reported ‘group experience’ and their reported pain 
self-efficacy at the end of the pain management programme.
(d) What is the statistical power of the study?
Power of 0.7 to a correlation of 0.3, with alpha 0.05 and a two-tailed test.
(e) If subjects to be randomised state method to be used
Patients are to be from 8 consecutive intakes of patients for the inpatient pain 
management programme.
Please append statistical analysis/power calculation if appropriate
10) SUBJECTS
a) Number of patients to be studied - 80
b) The number of healthy volunteers - N/A
c) Age range - 18-65 years
d) Method of recruitment - oral explanation and letter of recruitment (see enclosed)
e) Exclusions - The inclusion /  exclusion criteria for the patients are the same as those currently 
used by INPUT : ability to read and speak English ; physical requirements ; non-psychotic /  
non-suicidal ; self-exclusion ; planned further medical treatments ; pain for more than one year 
; over 18 years of age ; no illicit drug use.
f) Details of any payments or other inducements to be made to the subjects
i) Expenses -N /A
ii) Rewards - N/A
g)Are medical students to be involved?_____________________________  NO__________
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11) DETAILS OF PROCEDURES
__________________________________ Large Scale Research
A: Does the study involve use of a new medicine product or the use
of an existing product outside the licence? NO
Drugs
Name Formulation Dose/Frequency Route Legal Status
of administration (CTC. CTX,
Product Licence)
What adverse effects are expected with these drugs?
N/A
Are there any possible serious risks or dangers associated with their use?
(Append details if space is insufficient)
 _______NA_____________________________________ '______________ ■_____________________ ____
B: (a) Does the study involve a new medical device? NO
If yes give details
(b) Has the device been approved by the Medical Devices Agency? YES NO 
N/A
C: Will any ionising or radioactive substances or X rays be
administered? NO
(a) Details of any isotopes to be used include dose, frequency 
and route
N/A
(b) Details of radiographic procedures including dose, frequency 
and site:
N/A
i) Has advice of the Radiation Protection Officer been sought? YES NO
ii) Has an ARSAC certificate been obtained or applied for? YES NO 
Hi) Specify a routine investigation of equivalent radiation exposure.
D: Are questionnaires to be used? YES
Will questionnaires be filled in by subject or administered by 
someone else?
Subject
If someone else, by whom and where 
N/A
What published evidence is there of vahdation of questionnaire 
design?
The questionnaires to be used are the Hospital Anxiety and Depression Scale, Beck 
Depression Inventory, Pain Self-Efficacy Questionnaire, Social Anxiety and Distress Scale, 
and Group Cohesion Scale. These measures have well established reliability and 
validity data to support their use in the present study. The HAD, BDI and PSEQ are widely 
used in studies of pain patients, and no problems with their acceptability have been reported. 
The SADS and GCS are the only measures not completed at present as standard assessment 
tools at INPUT, but are frequently used in assessment of social interactions and group 
cohesion.
E: Will the study include the use of audio/video recording? NO
F: Are other additional investigations, substances or agents
required for the research NO
__________  _____ If yes give details__________
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12) PHARMACEUTICAL COMPANY INVOLVEMENT
Does the project involve participation or sponsorship by a
pharmaceutical company? NO
If yes, has the company signified its acceptance of the APBI guidelines
provided by the Committee for such projects? YES NO
N/A
What kind of financial support will be provided by the 
pharmaceutical company (if any)?
N/A
13) WHAT ASPECTS OF THE PROCEDURES DESCRIBED ARE NOT PART OF 
ROUTINE CLINICAL CARE?
N/A
14) THE HEALTH AND COMFORT OF THE SUBJECTS
Will there be any risk of damage to the health of the subjects, or 
any pain, discomfort, distress, or inconvenience?
N/A
If so please give an assessment of the seriousness of any possible 
damage to health, and of any pain, discomfort, etc, and the degree of risk
N/A
15) CONSENT
(a) Who will explain the study to the subject?
(If no one please justify.)
The principal researcher Trainee Clinical Psychologist, Jo Stevenson.
(b) Will the subject by given a written information sheet or letter? 
Yes.
(c) Who will be the signatory if the initial approach is by letter:
GP/hospital doctor/researcher/other-please state ...... ...N/A..,
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(d) P n n s p n t .F n r m  (A v a ilo h lp  fr o m  M p H ira l r .n m m ittp p  O fFirp •R^ g^O^ Scale Research
South Wing, St Thomas' Hospital) :
Is the standard research consent form to be used? YES
If not, please justify this departure and submit 16 copies of the 
substitute form which is to be used.
(e) Who will seek the subject’s consent?
The Principal researcher, Trainee Clinical Psychologist Jo Stevenson.
(f) How long will the subject have to decide whether to take part in 
the study?
If less than 24 hours please justify.
48 hours
16) INFORMATION TO THE G.P.
Will the General Practitioner be informed? NO
If so, how?
If not, please justify GP will already have been informed of the patient’s participation in the pain 
management programme. It is not deemed necessary to inform him / her of a study regarding the 
group experience while on the programme.
17) COSTS
Have any arrangements been made to defray costs of the research to the District? 
N/A
18) WHAT ARE THE ETHICAL PROBLEMS WHICH APPEAR TO THE APPLICANTS 
FROM THIS APPLICATION?
Please set them out and add any comments considered likely to assist the Committee
1. Confidentiality of Information Given : questionnaire.
All participants are informed by an introductory letter and orally in a presentatiion to the group, 
that the information they give is confidential. All information is in written form, and kept in a 
locked filing cabinet.
2. Statistics will be completed on a computer, but all information will be coded so that names or 
relevant information as to the identity of the person is not disclosed.
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CONSENT FORM FOR PARTICIPATION IN RESEARCH PROJECTS & CLINICAL TRIALS
Title of Project: The influence of group cohesion to pain self-efficacy following a pain management
programme.
Principal Investigator: Jo Stevenson Ethics Committee
Other Investigator/s Code No:
enrolling patients: Dr. A C. de Williams
Outline explanation:
This is a voluntary research study investigating patients’ feelings and thoughts about being part of a group 
and how important that group has been to them while receiving treatment here at INPUT. The graduates at 
INPUT describe contrasting and significant contacts with the patient group which may be significant to their 
pain management. This study aims to explore some of those aspects that are important for group cohesion 
to help the course team better understand the significance to patients pain management.
If you wish to participate, please follow the steps outlined in the introductory letter. If you do not wish to 
participate, please return a completed exclusion sheet, as described in the introductory letter.
Your co-operation, or not, with this study will not affect your treatment at INPUT. This information is to 
be used in a separate study undertaken by Jo Stevenson and your responses wil not be kept with your 
patient notes. Your responses are confidential and will be kept in a locked filing cabinet.
I (name) 
of (address)
hereby consent to take part in the above investigation, the nature and purpose of which have been 
explained to me. Any questions I wished to ask have been answered to my satisfaction. I 
understand that I may withdraw from the investigation at any stage without necessarily giving a 
reason for doing so and that this will in no way affect the care I receive as a patient
SIGNED (Volunteer) __________________________   Date_____________________
(Doctor)    Date_____________________
(Witness, where appropriate)    Date ___________________
3 copies required:- one for researcher, one for patient/volmrteer, one for patient’s notes
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INTRODUCTORY LETTER 
What is it all about ?
Your experience of the group while at INPUT is unique. INPUT 
graduates describe contrasting and significant contacts with other 
group members individually, or as a unit, which may be significant 
to their pain management. With this study I aim to explore some of 
those processes to help improve our understanding here at INPUT of 
"What makes a group work well for the individual and its’ 
members”? Your co-operation is gratefully received and respected, 
therefore all material is kept as confidential.
What do I have to do ?
If you would like to participate, please read and follow these three 
easy and important steps.
1. Please read and sign the enclosed consent form.
2. Carefully read and complete the enclosed questionnaire to the best 
of your ability. There are no right or wrong answers, only questions 
of how you have found the patient group experience while at INPUT.
3. Return the consent form and questionnaire in the envelope 
provided, which I will collect from you later today or before you 
leave at the end of this week.
If you do not wish to participate, please complete the brief ‘Exclusion 
from Study’ sheet included and return it in the envelope.
Does this affect mv present /future treatment with INPUT ?
Your co-operation, or not, with this study will not affect your 
treatment at INPUT. This information is to be used in a separate 
study and your responses will not be kept with your patient notes or 
referred to any other health professional. Your responses are 
CONFIDENTIAL !
If you have any questions about this study, please do not hesitate to 
contact me on ext: 1429. If I am not available when you call I will 
get back to you as soon as possible.
Thank you for your time and attention !
Jo Stevenson
(Trainee Clinical Psychologist)
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ZCMSENT FORM  FO R PARTICIPATION IN RESEARCH PROJECTS &  CLINICAL TRIALS
litle of Project: The influence o f group cohesion to pain self-efficacy following a pain management
programme.
Principal Investigator: Jo Stevenson Ethics Committee
Other Investigator/s Code No:
mrolling patients: Dr. A C. de Williams
Dutline explanation:
This is a voluntary research study investigating patients’ feelings and thoughts about being part of a group 
and how important that group has been to them while receiving treatment here at INPUT. The graduates at 
INPUT describe contrasting and significant contacts with the patient group which may be significant to their 
pain management. This study aims to explore some of those aspects that are important for group cohesion 
to help the course team better understand the significance to patients pain management.
If you wish to participate, please follow the steps outlined in the introductory letter. If you do not wish to 
participate, please return a completed exclusion sheet, as described in the introductory letter.
Your co-operation, or not, with this study will not affect your treatment at INPUT. This information is to 
be used in a separate study undertaken by Jo Stevenson and your responses wil not be kept with your 
patient notes. Your responses are confidential and will be kept in a locked filing cabinet.
I  ( n a m e ) __________________________
of (address) ____________ ______ ______
hereby consent to take p art in the above investigation, the nature and purpose of which have been 
explained to me. Any questions I wished to ask have been answered to my satisfaction. I  
understand that I may w ithdraw  from the investigation at any stage without necessarily giving a 
reason for doing so and th a t this will in no way affect the care I  receive as a patient
IGNED (Volunteer) ____________________________   Date_____________________
Doctor)   D a te _
Witness, where appropriate)________________________    D a te _________
3 copies required:- one for researcher, one for patieni/volimtEeiy one for patient's notes
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QUESTIONNAIRE OF THE GROUP EXPERIENCE AT
INPUT
Please give your name or initials  ................. ......... .......................
Section A ; About the Group
These questions ask you about your feelings and thoughts of the group (yourself and 
other patients) while here at INPUT. Although some of the questions are similar, they 
are differences between them and you should treat each one as a separate question. 
The best approach is to complete this when alone and to answer each question fairly 
quickly with what seems like a reasonable estimate. To answer, place a tick in one of 
the boxes that correlates to how much you agree with each response.
1 = strongly disagree
2 = disagree
3 = neither agree nor disagree
4 = agree
5 = strongly agree
An example for you to follow is the statement below. The response ticked is the 
number 4 which means that the person completing this question ‘agreed’ with the 
statement.
1 2 3 4 5
Example : I have enjoyed eating my meals with the ‘group’.
i
/
1 2 3 4 5
1. I feel that I have been included by the ‘group’ in the group 
activities.
2 .1 have found the activities in which I participate as a member of 
the ‘group’ to be attractive.
3 .1 feel that the ‘group members’ fit what I feel to be ideal good 
group members at INPUT.
4. If most of the members of the group decided to never meet 
again outside of INPUT, I would try to dissuade them from doing 
so.
5. If I was asked to participate in another project like this one, I 
would like to be with the same people who are in the group at 
present.
6 .1 like the group that I am in.
7 . 1 feel that working with this group will enable me to attain my 
personal goals of pain management for which I sought help.
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8. Compared to other groups like mine, I feels that ours works 
together better.
9 .1 feel I have made significant contributions to the
10. I believe that my pain is uniquely different from that of the
Section B : Socializing With Others Generally
interviews shessfui. ^  W i e ^ ^ J d Î o b
1.1 find job interviews stressful.
1 .1 feel relaxed even in unfamiliar social situations.
2 .1 try to avoid situations which force me to be very sociable.
3. It is easy for me to relax when I am with strangers.
4 .1 have no particular desire to avoid people.
5 .1 often find social occasions upsetting.
6 .1 usually feel calm and comfortable at social occasions.
7 .1 am usually at ease when talking tog to someone of the opposite sex
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Yes No
8 .1 try to avoid talking to people unless I know them well.
9. If the chance comes to meet new people I usually take it.
10. I often feel nervous or tense in casual get-togethers in which both 
sexes are present.
11.1 am usually nervous with people unless I know them well.
12.1 usually feel relaxed when I am with a group of people.
13.1 often want to get away from people.
14. I usually feel uncomfortable when I am in a group of people I don’t 
know.
15.1 usually feel relaxed when I meet someone for the first time.
16. Being introduced to people makes me tense and nervous.
17. Even though a room is full of strangers, I may enter it anyway.
18.1 would avoid walking up and joining a large group of people.
19. When my superiors want to talk with me, I talk willingly.
20 .1 often feel on edge when I am with a group of people.
21.1 tend to withdraw from people.
22 .1 don’t mind talking to people at parties or social gatherings.
23.1 am seldom at ease in a large group of people.
24 .1 often think up excuses in order to avoid social engagements.
25. I sometimes take the responsibility for introducing people to each 
other.
26 .1 try to avoid formal social occasions.
27 .1 usually go to whatever social engagements I have.
28 .1 find it easy to relax with other people.
Thank-you once again for your co-operation with this questionnaire.
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Exclusion from Study
Name or initials please.................. .........................................................
I am choosing to not participate in the research study about my 
group experience at INPUT.
If possible please express why you wish to not participate in this 
study
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